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ABSTRACT 
An Examination of the Administrative Service Delivery 
and Community Outreach: Components of Three 
Urban Community Mental Health Centers: 
Three Case Studies 
Ronald L. Ausbrooks, MSW, University of Buffalo 
MSPH, University of North Carolina 
Ed.D., University of Massachusetts 
Chairperson: Atron Gentry 
This dissertation utilizes the Case Study Approach. 
It analyzes three Urban Community Centers and examines 
the effectiveness of Organizational Structure and Service 
Delivery Systems in Urban Community Mental Health Systems. 
The areas of theory from which this study derives its 
support are Scientific Management Theory, Administrative 
Management Theory, and Educational Administrative Theory. 
The three centers were chosen based on consultation 
with the central and regional offices of the National 
Institute of Mental Health, the centers' demographic 
similarities and their diverse dynamic organizational and 
structural functions. 
The acquisition of data to be utilized was based on 
descriptive statistical techniques in the three cases. 
This was accomplished by using survey research, through 
vi 
interviews. The three centers involved were: (a) Highline 
West Seattle, (b) Seattle Mental Health Institute, and 
(c) Tacoma Pierce County Comprehensive Mental Health 
Center. The results of the analysis were discussed and 
efforts were made to develop criteria, which can subse¬ 
quently be used in the design of an improved administrative 
model for Community Mental Health Centers located in urban 
areas. There were three models developed that could 
potentially impact on Administration Service Delivery and 
Community Outreach Activities of Urban Community Mental 
Health Centers. The three resultant models all stressed 
service integration and a high degree of community 
development. 
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CHAPTER I 
INTRODUCTION 
Statement of the Problem 
This dissertation presents case studies and analysis 
of three urban community mental health centers, and examines 
the impact and effect of the administrative process on 
direct services and service delivery in federally funded 
urban community mental health centers. The dissertation 
investigates the administrative process through the use of 
an assessment instrument designed and developed by the 
National Institute of Mental Health and revised and modified 
by this investigator to facilitate its use as an instrument 
for analysis of urban community mental health centers. 
This study is based on the fact that there has been no 
precise model for administration or service delivery in 
community mental health centers in urban areas in the United 
States (Lieberman, 1975). Because of this reason, the 
administration of urban community mental health centers has 
taken a variety of forms (Sharfstein, 1975). Far too little 
research has been done to determine if a single organiza¬ 
tional form could be used for administration and service 
delivery in these centers.1 
1 
2 
Significance of the Study 
In the United States, the traditional responsibility 
for mental health services has rested more heavily on state 
and local governments and the private sector growth of: 
psychology, psychiatry, and social work as professions than 
on the federal government. The involvement of mental health 
agencies in the political process prior to 1950 was almost 
exclusively at the state level and dealt with funding for 
the provision of services to state residents, the exceptions 
being: 
—Veterans Administration 
—Armed Forces 
—Bureau of Prisons 
--Gallaudet 
--public hospitals... 
The development of the community mental health centers 
program emerged out of: 
a) War on Poverty policy 
b) welfare programs, state/federal, 1940s/50s policy 
in the 1960s, supported with federal assistance, is one of 
the few social programs which has survived continued dev¬ 
elopment as a cooperative state and federal function. This, 
in part, may have been due to the clear need for a change in 
the mental health service delivery system from the state- 
supported system to the larger, state-and-federal system 
which the community mental health program provided. Also 
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1) growing costs 
2) growth in mental health case loads 
3) growing legitimacy of professions dealing with 
mental health 
4) growth in large-scale delivery systems in: 
—VA 
—military 
—prisons 
—public hospitals 
5) competition for funding between medicine and 
mental health 
6) mental health professionals and public constrained 
to look for funding outside of ’'medicine” 
This may also be due, in part, to the public support which 
2 
the community mental health center program attracted. 
The focus of this study is on the state-of-the-art of 
administration in community mental health services. The 
present level of knowledge about the relationship of 
administration to larger-scale service delivery, especially 
in urban community mental health centers does not reveal 
extensive investigation by administrators, clinicians, or 
other social researchers. Areas of community mental health 
operations which have been more thoroughly researched in¬ 
clude the organization of the effect of mental health 
services and measurement of the effect of mental health 
service systems 5 citizen involvement in community mental 
health centers; problems of professional clinicians in 
community mental health centers; community governance of 
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community mental health centers; training for professional 
service workers in these centers; and training, measurement, 
research methodology and intervention techniques utilized 
in community mental health centers. 
Allan J. Levenson (1969), in an early investigation 
of the organization for delivery of mental health services, 
presented some basic operational principles of how centers 
should be organized and some general forms of community 
mental health center organization, including the develop¬ 
ment of relationships with other human service systems. 
James K. Morrison (1978) wrote that many problems 
exist with citizen participation in community mental health 
centers. He finds that the argument in favor of citizen 
and client boards is too compelling to dismiss. 
Allan Bergel (1975) suggested that the development of 
community psychiatry as a subspecialty of psychiatry and 
the concomitant growth of community mental health programs 
have once again brought into focus the role of the 
psychiatrist/administrator in the practice of public psy¬ 
chiatry in community mental health centers. 
Lee W. Yadin (1980) found that less than 50 percent 
of community mental health center executive directors were 
evaluated by their boards of directors, although staffs 
were evaluated yearly. Most mental health administrators, 
when hired, did not get a contract which defined the 
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administrative limits and management responsibilities of 
the job. Most executive directors could not separate the 
evaluation of management from the evaluation of mental 
health services professionals—the evaluations overlapped. 
Most executive directors felt boards were not competent to 
evaluate them. 
Betty L. Kales (1973) found that many of the principles 
and practices of community mental health centers were 
compatible with valid clinical training, and offered a 
perspective and context within which training could 
flourish. She also addressed consideration of, and outlines 
for, the training opportunities which focused on the sub¬ 
stantial common ground between the two fields. 
A.R. Foley (1973) discussed an interdisciplinary model 
for training psychiatrists in mental health administration. 
He suggested that the training model could be derived from 
a variety of disciplines (social psychology, political 
science, and sociology), but he also did not advocate a new 
scientific approach to administration in order to facilitate 
the accomplishment/attainment of his model's goals and 
objectives. 
Richard Matus (1979) suggested that primary prevention 
and public health models has been among the distinguishing 
innovations of the community mental health movement. Social 
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work practice has been involved in community intervention 
and environmental manipulation to offset social and 
psychological risk to clients. Social work techniques and 
activities are now hailed as mental health's "third revolu¬ 
tion ." 
Giaquinta and Bernstein (1971) observed that case 
studies provided in-depth observations of efforts to in¬ 
stitute planned changes. 
Finally, when community mental health centers began 
to operate in urban areas, a growing area of concern and 
interest by mental health human service professionals 
focused on the administration of federal/state/local/private 
funds/programs. The management of funds was thought to be 
the same as the management of services and service delivery 
...good services were equated with good management of the 
funds—i.e., meeting internal auditing, administrative 
guidelines in urban centers. This may be due to the fact 
that there exists an implicit and sometimes explicit belief 
in the human services field that one key to quality control 
and effective service is the quality of administrative 
management of programs. 
The focus of this study is on the management of ser¬ 
vices to the discipline of administration in mental health, 
hopefully, this will encourage other mental health 
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professionals to expand the analysis that is the subject of 
this study. It is also hoped that a new awareness, derived 
from the research in this study, will have an impact on the 
literature of mental health administration, and upon the 
operations of administrators in urban community mental 
health settings. 
Research Hypotheses 
This dissertation will examine three hypothesis derived 
from the problem statement. They are: 
1. The administrative process facilitates effective 
service delivery and community involvement in nondeficient 
urban community mental health centers. 
2. The administrative process facilitates ineffective 
service delivery and community involvement in deficient 
urban community mental health centers. 
3. An administrative process which will facilitate 
optimal service delivery and community involvement in 
urban community mental health centers can be identified. 
Definition of Terms 
For the purposes of this study, the following defini¬ 
tions will be utilized: 
1. Community mental health center. A federally 
funded community mental health center provides comprehensive 
8 
mental health services principally to individuals residing 
in a defined geographic area. 
2* Service delivery. A perfunctory process for pro¬ 
viding all personal and public services, for example, 
mental health, educational and prevention programs, per¬ 
formed by an individual or institution for the purpose of 
maintaining or restoring good mental health. 
3- Deficient center. An urban community mental 
health center that is lacking in effective service delivery 
or administration according to the National Institute of 
Mental Health regulations. 
4. Nondeficient center. A community mental health 
center that not only has an effective service delivery sys¬ 
tem, but an effective administrative process. 
5. Administrative process. A mechanistic process 
interwoven with the achievement of program goals and cen¬ 
tral to organizational effectiveness. 
6. National Institute of Mental Health Monitoring 
Package. An instrument used to insure that community health 
centers are being operated in accordance with federal re¬ 
quirements as stated in the legislation and policy for the 
Institute, and that a wide range of issues will be 
regularly and systematically addressed. 
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7* Urban and nonurban. Relating to those character¬ 
istics that make up a city as opposed to those characteris¬ 
tics that reflect a rural environment or suburban 
environment. 
8. Cross-class interactions. Refers to groups with 
differences in social mobility and economic status. 
In the course of developing a system for evaluating 
urban community mental health centers, other concepts, 
emerged such as: 
Continuity of care. Coordination between service pro¬ 
viders of the three facilities involved to allow for and 
insure the optimum movement and inter-service transfer of 
patients in an effective manner and consistent with pre¬ 
scribed goals. 
Accessibility. Community mental health centers have 
responsibility to provide a reasonable volume of services 
for free or below cost care and to insure procedural, 
physical, psychological and cultural sensitivity to the 
client population. 
Catchment area. The geographic area served by a 
community mental health center. 
Accountability. Support staff and clinical staff are 
responsible for their actions and decisions in assisting 
patients and residents of the catchment area. 
10 
Community involvement. Legislatively mandated involve¬ 
ment of citizens of the catchment area with the planning, 
advisory, or governing boards of the centers in identifying 
service needs. 
Prevention. The community mental health center's role 
is to develop and coordinate activities in a catchment area 
which will bring about a reduction in mental illness through 
consultation and educational activities in the centers, 
churches, and schools. 
Geographic responsibility. In order to establish a 
community-based service, a community mental health center 
is responsible for a well-defined population residing in 
close proximity to the center. Through its mental health 
plan, each State Mental Health Authority subdivided the 
state into catchment areas of from 75,000 to 200,000 per¬ 
sons. Each catchment area is, therefore, the community of 
a center and entitled to have a federally supported 
community mental health center within its boundaries. 
Responsiveness. This concept is closely related to 
accessibility, but was expected to address the nature of 
the service provided rather than just whether persons could 
obtain them. This concept was particularly important for 
centers that had minority or non-English speaking popula¬ 
tions in their catchment areas. 
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The above concepts developed as operational terms 
relating to service delivery processes of urban community 
mental health centers. These concepts become critical fac¬ 
tors in an evaluation of urban community mental health 
centers. 
Limitations of the Study 
The limitations presented below represent four major 
categories of restrictions in the process of formulating 
generalizations. The restrictions necessarily apply to 
any resulting generalizations based on the findings of the 
present study and appropriate caution about applying the 
generalizations to all community mental health care ser¬ 
vices is explicitly noted by the investigator. 
1. Three case studies. The investigator utilized 
only three case studies that were jointly approved with 
NIMH. A larger number of cases of federally-funded centers 
would provide more data upon which to base analysis of the 
administrative processes of urban community mental health 
centers. 
2. Modification of the evaluation instrument. The 
evaluation instrument required expansion and modification 
by the investigator to facilitate its use when applied to 
urban community mental health centers. However, it was 
not protested. This modification becomes a limitation upon 
12 
the study. Further, the assessment instrument utilized 
in the study was developed as a programmatic mechanism for 
use by the National Institute of Mental Health as a method 
for improving service delivery. It was not intended, nor 
had it been tested, as a research instrument. 
3. Assessment of service delivery in urban community 
mental health centers. Urban community mental health cen¬ 
ters have not been researched extensively. It is not 
possible to adequately compare or assess the effectiveness 
of service delivery or the administrative process in areas 
where there has been limited investigation. 
4. Participant observation procedures. The investi¬ 
gator's participant observation procedure used in each 
case may encompass a residual bias in the process of site 
visiting and data collection. Its possible presence in the 
case studies is the dilemma of every investigator utilizing 
this method of data collection. 
CHAPTER II 
REVIEW OF RELATED LITERATURE 
Introduction 
This dissertation uses the case study method to 
investigate and examine the effectiveness of organizational 
structure and service delivery systems in urban community 
mental health centers. The areas of theory from which the 
study derives its support are prevailing scientific manage¬ 
ment theory, administrative management theory, and 
educational administration theory. For this study, the key 
authors of theoretical literature are Sears (1950), Taylor 
(1903), Fayol (1908), and Gulick and Urwick (1937). The 
author whose theory is specifically relevant to the study 
is Jesse B. Sears, whose work in The Nature of the Adminis¬ 
trative Process (1950) was an attempt to integrate the 
work of the other four theorists. 
The study derives support from previous research in 
the areas of community mental health center administration, 
the operation of the community mental health center 
delivery system, the role of the professionals operating 
in community mental health centers, the training of pro¬ 
fessionals working in community mental health centers, and 
13 
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community involvement—governance and advisory boards of 
community mental health centers. 
The study also derives support from research into the 
case study method for obtaining data on social service 
systems. 
This chapter will be divided into four sections: 
(1) theoretical bases for the study; (2) background 
research for the study; (3) methodological bases for the 
study; and (4) conclusion. The first section will be 
divided into three parts entitled: (a) scientific manage¬ 
ment theory; (b) administrative management theory; and 
(c) educational administration theory. 
The second section of the chapter is divided into six 
parts: (a) administration of community mental health 
centers; (b) the operation of community mental health 
service delivery systems; (c) problems of community mental 
health psychiatrists and clinical professionals; (d) 
training issues in community mental health centers; 
(e) community and citizen involvement in community mental 
health centers; and (f) community mental health governance 
and advisory boards. The first part, administration of 
community mental health centers, will present research on 
the diverse organizational patterns and approaches used 
in the administration of a community mental health center. 
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A discussion of the operation of community mental health 
center service delivery systems, including problems of 
integrating other human service systems into the community 
mental health center, is presented in the second part. 
Part three describes the problems of psychiatrists and 
clinicians who work in community mental health centers. 
Part four presents a discussion of models for training 
professional social workers, psychologists and psychiatrists 
in community mental health centers. In part five, 
community involvement issues, specifically social action, 
community awareness, and the concept of the catchment area 
are presented. Part six presents a discussion of the 
relationship of the citizen and the administrator to the 
governance and advisory boards in community mental health 
centers. 
The third section of the chapter presents the case 
study approach to multiple case designs and analyses of 
social service systems. Section four presents a concluding 
discussion of the literature related to the study under 
investigation. 
Theoretical Bases for the Study 
The theoretical bases for this study have their 
genesis in three theoretical concepts: scientific 
16 
management theory, administrative management theory, and 
educational administration theory. 
Frederick Winslow Taylor's 1903 paper, "Shop 
Management," was based on his twenty years' research while 
employed at Midvale and Bethlehem Steel Companies. In 
this paper he introduced the term "scientific management." 
Taylor felt that the concept of work could be analyzed 
scientifically to arrive at the most productive and 
efficient way to complete a task. His introduction of time 
and motion studies would result in the reorganization of 
methods of production operations with goals for efficiency 
and output. He developed a set of production operations 
with goals for efficiency and output. He developed a set 
of principles that were derived from a concept of the 
economic self-interest of the workers. This concept of 
scientific management has also influenced both the public 
(federal, state, and local governments) and private sectors 
generally, including the management theories surrounding 
the concept of non-profit organizations. His theoretical 
concepts had a tremendous influence on other researchers 
and writers of his period who developed further the concept 
of administrative management theory. 
The dominant theorists of this period, the 1900s, 
were Henry Fayol, Luther Gulick, and Lyndall Urwick. These 
writers took a broader view of organizational theory than 
17 
Taylor who wanted primarily to improve the efficiency of 
the life staff. Fayol, Gulick, and Urwick wished to study 
the overall management function of the organization. Their 
contribution to the field was to sharpen the concept of 
management by dividing personnel into two categories—line 
and staff. This development of administrative management 
theory was a departure from the simple organizational 
models with clear lines of authority that were associated 
with Taylor's concept of scientific management theory. 
Jesse B. Sears, who wrote The Nature of Administrative 
Management in 1950, was strongly influenced by Taylor's 
concept of scientific management and by Fayol, Gulick, 
and Urwick's concepts of administrative management. Sears 
integrated the writings of these theoretical writers with 
his own knowledge in the field of education. Sear's theory 
says that the administrative function derives its nature 
from the nature of the service it directs. He had been 
influenced by those in the field of business and government 
administration and had developed his point of view about 
administrative theory from an orientation toward service 
organizations. As an educator, he started with the idea 
that the nature of educational administration derives 
from the nature of the process of individual learning. The 
nature of our culture (including government, laws, and the 
the capacity of the 
system of economy) focus on 
18 
administrator to provide a service. He reasoned that 
administration was not a mechanism or a system with laws 
inherent in itself, but was derived from a study of the 
service it was to manage. 
These three theories represent a progression of 
thought and function of how to apply authority—centered 
and need-centered functions to administration of profit 
companies and human service agencies in which line and 
staff personnel have categorized role functions to perform. 
Background Research for the Study 
Administration in Community Mental Health Centers. The 
most relevant examination of an administrative issue 
related to the organization and operation of a community 
mental health center, for this researcher, appears to be 
that of Jon P. Howell, whose research into leadership was 
conducted in 1979 and reported in Leadership Behavior and 
Organization Effectiveness. Howell maintained that 
administrative leadership in a mental health setting is a 
highly complex process which directly affects the outcomes 
and performance of the community mental health center. His 
interest and study, however, focused upon the single 
variable of leadership skills, however, and did not examine 
the range of processes which must be examined if the 
19 
administrative function in a community mental health center 
is to be more adequately assessed. 
The view that older and simpler administrative struc¬ 
tural models are no longer adequate for today's complex 
organizations is shared by Drucher (1974), Leifer and 
Huber (1977), Lowe (1978), White (1978), Elpers (1978), 
Manjade (1978), and Allen, Paniun, and Latz (1979). These 
writers agree on that basic concept but set forth their 
arguments and recommendations for change differently. 
Drucher asserts that traditional structures are no longer 
adequate for today's complex organizations. He maintains 
that new designs are required to serve the needs and high 
goals of human endeavor. Organizational structures are 
becoming increasingly short-lived and unstable. The 
classical organizational structure of the 1920s and 1930s 
which still serves as textbook examples stood for decades 
without needing more than an occasional touching up or 
quantitative expansion. Few managers seem to recognize— 
according to Drucher—that the right organizational 
structure is not performance itself but rather a prerequi¬ 
site of performance. The wrong administrative structure is 
indeed a guarantee of nonperformance since it produces 
friction and frustration and cannot assist in accomplishing 
the goals of a complex organization. Leifer and Huber 
(1977), working in a health and welfare organization, 
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found positive relations among workers when the structures 
of the working environment created boundaries to which the 
workers could relate positively. 
Continuity of management structures was the subject 
of a 1979 study by Allen, Paniun, and Latz. After two 
decades of intermittent research on organizational succes¬ 
sion they theorized that there is a positive relationship 
between managerial succession and organization performance. 
Other writers, continuing to examine the changing function 
of administration in human service systems, and had 
studied service delivery in these social organizations. 
The Operation of Community Mental Health Service Delivery 
Systems. Herbert C. Schulberg (1977) and Steven Sharfstein 
(1978) discussed the issues and barriers to effective 
operations of community mental health centers. Schulberg 
stated that mental health has depended upon the economic 
status and political complexities of this country related 
to the mental health of client groups. Sharfstein found 
that the 1975 legislative law mandate did not allow service 
delivery flexibility for the mental health centers, and 
that the centers needed to be more competitive with services 
offered in the private sector. He also stated that there 
were barriers to effective services in the high turnover of 
staff and the need for adequate training of staff. 
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Schulberg also found that other hyman service agency 
service delivery systems relationships with the community 
mental health centers' service delivery systems were 
ambiguous. Sharfstein contended that the community mental 
health centers were not designed as poverty programs_ 
although examinations of the locations of these centers 
found that the majority of them were located in impoverished 
catchment areas. 
Harrison H. Huntoon (1974) viewed the service delivery 
component as a system. He stated that any concept of 
organizational effectiveness was dependent on an underlying 
concept of the organization. In 1981, David Baskins 
suggested that psychiatric treatment and rehabilitation and 
prevention for community mental health centers had been 
planned and coordinated initially by the National Institute 
of Mental Health. Under current policies for deinstution- 
alization of state psychiatric hospitals, patients are 
released for fiscal and ideological reasons and placed in 
the least restrictive environments, but many of them seek 
services from the community mental health center near their 
home. Jones and Dischi (1979) found that alcohol and drug 
abuse treatment programs in the catchment areas reduced 
medical care utilization as Schulberg had stated earlier. 
Baskin and Simai (1980) noted that individuals might have 
great difficulty locating a mental health professional 
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since centralized referral agencies did not exist through¬ 
out this country. Medical professionals may be reluctant 
to refer patients for mental health services because of 
the potential loss of revenue and the failure of the 
mental health professionals to demonstrate effective 
treatment. Saul Feldman (1973) stated that the integration 
of human services is illusive because of the disorganization 
and inefficiency of the individual services provided in 
health, mental health, and other human services such as 
welfare and day care, but that the community mental health 
center programs have provided much needed information and 
coordinated diverse programs for comprehensive service 
networks. 
The Problems of Community Mental Health Psychiatrists and 
Clinical Professionals. In 1975, Bergel advanced the 
concept/theory that community psychiatry was a subspecialty 
of psychiatry, and had developed into a controversial area 
of psychiatry. The role of the psychiatrist/administrator 
in the practice of public psychiatry rendered in conflict 
the roles of physician, administrator, community service 
planner, and clinician. Unless he could clarify his varied 
roles, the psychiatrist/administrator was in danger of 
becoming the "odd man out." According to Bergel, the 
psychiatrist/administrator did not have complete acceptance 
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from any of the groups to which he belonged and within 
which he was trying to define his role. Rubner (1980) 
found that fewer and fewer psychiatrists seemed interested 
in pursuing careers in community mental health for the 
reasons identified by Bergel. A study completed by Robert 
Lerner and Barry Blackwell in 1973 found that family doctors 
were initially hostile to the concept of providing after¬ 
care to former mental patients. Baird (1976) examined 
social workers' orientations to community mental health 
therapeutic concepts and found that social work profes¬ 
sionals had views which were compatible and with community 
mental health therapeutic treatment values. Matus (1979) 
found that social work practice had been involved in 
community intervention and evnironmental manipulation to 
offset social and psychological risk. 
Training Issues in Community Mental Health Centers. Kales 
(1973) addressed some of the considerations of valid 
clinical training and mental health training, and outlined 
training opportunities which focused on the common ground 
between these two fields. Some of the reluctance of 
clinical training institutes to develop training in 
community mental health grew out of an awareness of the 
complexities and cost of the training required to develop 
a community mental health specialist. However, Kales finds 
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that a training program would be enriched if focused upon 
an orientation to the field of community mental health for 
the clinician rather than toward specialty training. Such 
a program would enrich rather than diminish the commonali¬ 
ties between the two fields of study. 
Bunty (1980) commented on the results of a survey 
which found that an interdisciplinary approach to training 
human service administrators was not desirable. Feldman 
(1978) stated that community mental health staffs were 
inadequately trained for their roles, and that the educa¬ 
tion of mental health professionals did not equip them 
for the work required of them in community mental health 
centers. He saw that what they learned in school did not 
sufficiently relate to what they would need to do at the 
mental health centers. He advocated training for mental 
health professionals who had pursued curricula leading to 
interdisciplinary degrees in mental health. This curricula, 
in his view, would reflect the needs of patients in 
community mental health settings without the constraints 
inherent in training along the traditional disciplinary 
models. 
Community and Citizen Involvement in Community Mental 
Health Centers. Yuden (1974) found little research on the 
questions of community awareness about community mental 
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health centers. Tomlinson (1971) found that poor people 
in a Philadelphia community were unaware of the presence 
of a community mental health center in their catchment 
area. Goldman (1970) studied another area of Philadelphia 
and found that only 4 percent of the catchment area popula¬ 
tion knew of the operation of the community mental health 
center in their area. Rich and Schein (1970), in a study 
of 385 households sampled from an upwardly mobile, lower- 
middle-income Black community, found only a negligible 
number of respondents who would consult a nonmedical care¬ 
taker such as a social worker, clergyman, friend, or 
teacher for help with emotional problems. Nearly 90 
percent of the respondents indicated a preference for 
medical treatment for emotional or mental problems in a 
hospital, doctor’s office, or clinic, but not at a mental 
health center. McWilliams (1974) found that community 
attitudes toward community mental health services were 
favorable except for the problem of misinformation about 
the types of services, professional staffing, and length 
of treatment available. He thought the problem could be 
resolved by an increase in community education in the 
catchment area. 
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Community Mental Health Governance and Advisory Boards. 
In a study involving eighteen urban community-based mental 
health center directors concerning the orientation toward 
citizen boards functioning in community mental health 
settings, Kupst (1975) found general agreement that the 
primary function of a borad was to assure that community 
needs were met. Board members and professionals differed 
in perceptions of reasons for joining boards and more 
important, the degree of involvement for board members. 
Board members saw their roles as advisory. Staff favored 
co-decisions or advisory roles. Directors favored co¬ 
decisions, and chairpersons wanted strong board roles. 
There was some agreement regarding board functions but 
fundamental differences in the way board members and 
professionals viewed involvement. Kupst viewed this as a 
central issue and one whose resolution was required for 
successful interaction between citizen and professional. 
Pinto (1979) found that board members were more optimistic 
about benefits received from citizen involvement. Overall 
there was close agreement between the board and staff 
respondents in the three areas studied: (1) attitudes 
toward citizen participation, (2) program evaluation in 
which citizen participation would be useful, and (3) type 
of individual who would best serve in a citizen review 
group. Pinto saw that community mental health boards 
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typically reflected a provider orientation in their 
approach to mental health center governance, that an 
evaluation component was missing in most centers, and that 
citizen participation reflected the values of its service 
consumers. He concluded by suggesting that only by de¬ 
veloping consumer participation mechanism would centers 
more readily achieve the goal of responsiveness to community 
needs. 
Methodological Bases for the Study 
Other studies utilizing the case study method for 
investigating and analyzing social service systems’ 
functions have included studies of small group interaction, 
studies in experimental psychology using single case 
designs, and studies in political design and theory develop¬ 
ment . 
Alexander (1979) stated in Diplomacy: New Approaches 
in History, Theory and Policy, that case studies provide 
guidance for theory development and other methodological 
approaches to explanations of small group behavior and 
general organizational phenomena. Herse (1976) in Single 
Case Experimental Design: Strategy for Studying Behavior, 
provided a comprehensive review of the use of case studies 
in experimental psychology. The introductory chapter of 
this work contained an excellent historical account of the 
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contrast between individual and group design. The design 
chapter contained extensive discussions similar to Alexan¬ 
der's design chapter. However, the most important design 
considerations are the establishment of a replication 
logic for designing multiple case studies much like 
Goltman's replication design for multiple case studies. 
Mary M. Kennedy (1979) discussed how case studies 
could be used in evaluation research. Her main concern was 
with external validity, that is, the ability to generalize 
from a small number of cases. She identified several ways 
in which to establish such generalizations without relying 
on statistical techniques. 
Robert Yin (1975) showed how data from many cases 
could be aggregated even when the original cases had been 
investigated by different investigators. The resulting 
case survey permits the use of quantitative, cross—case 
analysis. This method, however, can only be applied when 
there are a large number of cases. 
In the present investigation, the three case studies 
were analyzed utilizing the approaches described in the 
literature on the cast study methodology. Each case was 
qualitatively and quantitivaely analyzed to reflect the 
unique characteristics of the community mental health 
centers which were the subjects of the study. The method 
was appropriate for the evaluation of each center and 
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provided some enlightenment for the identification of 
general characteristics for a model of the optimal 
community mental health center. 
Conclusions 
The literature review presented in this chapter 
provides evidence for the assertion that: 
1. there is no uniform model for mental health 
services 
2. there is no uniform model for administration of 
services 
3. there is no uniform mental health services 
management model 
in urban catchment areas. In reviewing the theoretical 
literature presented, it becomes evident that the basic 
arguments revolve around authority-centered administrative 
functions versus need-center administrative functions. 
The case study methodology utilized for this study is 
an appropriate method for investigation of authoritarian 
and need-centered administrative organizations. 
The areas of community mental health research which 
have been extensively studied include service delivery, 
professional training, community involvement, and governance. 
Less well examined has been the area of administration and 
its effect on service delivery in these centers. 
CHAPTER III 
METHODOLOGY 
The case study approach was used as the research 
method in this dissertation, that is, the utilization of 
both quantitative and qualitative data with an analysis of 
each of the three urban community mental health centers. 
The three centers were chosen based on consultation 
with the Central and Regional offices of the National 
Institute of Mental Health, the centers' demographic 
similarities, and their diverse dynamic organizational 
and structural functions. 
The acquisition of data to be analyzed was descriptive 
statistical techniques in the three cases, which were 
cited earlier. This was accomplished by using survey 
research, through interviews. The interviews were divided 
into several clusters listed below. The interview schedule 
and interview instrument are illustrated in the appendix. 
The clusters of the. interview instrument are as 
follows: 
ADMINISTRATION 
1. Organization/administration 
2. Staffing 
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3. Facilities 
4. Utilization review 
5. Provision of requested information 
DIRECT SERVICES 
6. Emergency services 
7. Outpatient services 
8. Partial hospitalization services 
9. Inpatient service 
10. Individual treatment plan 
11. Continuity of care 
COMMUNITY OUTREACH 
12. Community orientation 
13. Visibility 
14. Accessibility 
15. Preventive activities/consultation and 
education services 
16. Coordination with other agencies 
Secondary analytical tools were participant observa¬ 
tion . This research method or technique was executed while 
observing within the three community mental health centers, 
staff interactions with the client population of each 
center, administrative operations, community activities, 
and other human service agencies that impact on the catch¬ 
ment area. 
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Within this study, a typology was developed (see 
appendix) for a community mental health center against 
which each of the three centers examined were compared and 
analyzed. 
The dependent variables were service delivery and 
community outreach. The independent variables were admin¬ 
istration (organization, administration, staffing, 
facilities, utilization review, provision of requested 
information). The dependent variable elements for service 
delivery and community outreach were as follows: emergency 
services, outpatient services, individualized treatment 
plan, range of treatment modalities, continuity of care, 
and community outreach (community orientation, visibility, 
accountability, preventive activities, consultation and 
education services, coordination with other agencies). 
As indicated in the original proposal, the investiga¬ 
tor undertook the following activities for each urban 
community mental health center: 
1. Developed criteria for assessing the deficient and 
nondeficient urban community mental health centers; 
2. Interviewed key personnel at each center; and 
3. Developed functional administrative model of an 
urban community mental health center. 
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The original proposal had to be modified to include 
only three urban community mental health centers in Seattle 
and Tacoma, Washington. The original proposal was to look 
at a much broader universe of urban community mental 
health centers. 
There were site visits to three urban community men¬ 
tal health centers serving predominantly poor and Black 
demographic areas, utilizing a site visit monitoring in¬ 
strument approved by the National Institute of Mental 
Health, to interview the director, staff and other 
residents of the catchment area. 
Protocol Procedures for Coordinating 
Site Visit 
The following information gives the procedures which 
were used in preparing and conducting site visits for the 
three urban community mental health centers. 
1. Selected three urban community mental health cen¬ 
ters that were identified by the central and regional 
offices six to eight weeks prior to the site visit date. 
2. Contacted the Biometry Division of NIMH and 
obtained most recent community mental health center in¬ 
ventory . 
3. Obtained copies of pertinent information about 
each center when such information was available in the 
agency file. 
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(a) Checked available sources to determine 
whether information was correct, through 
calls to regional office and centers. 
(b) Detected from the site questionnaire 
available current information from the list. 
4. Determined from the agency files: 
(a) Any other monitoring group which had 
visited the center during prior years. 
5. Established mutually acceptable dates for the 
site visits. 
(a) Asked center director to inform his staff 
and board of the complexity of the visit. 
(b) Scheduled site visits for three to four 
days, depending on the complexity of the 
visit. 
(c) Determined, with the center director, those 
areas which he felt needed special attention. 
6. Researcher carried the following data to the 
different sites: 
Data Collection Method 
(a) On-site protocol; 
(b) Site visit rating form; 
(c) Community mental health centers requirement/ 
definition of deficiency status document; 
(d) Biometry comparative indices for the center; 
(e) Latest continuation application and updated 
historical summary of community mental health 
centers available in earlier continuation 
application; 
(f) Mental health demographic profile for the 
catchment area; 
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(g) The organization chart of the community 
mental health center; 
(h) Any affiliate contracts; 
(i) Most recent site visit reports; 
(j) Map of catchment area; and 
(k) Fee schedule used by the center and op¬ 
tionally the most recent annual audit and 
any other available center reports or docu¬ 
ments such as patient outcome studies, 
quality of care assessments, etc. 
Site Visit Rating and Report. It was important that 
sufficient time be allotted, preferably three to six hours, 
after all the necessary observations were completed, for 
the on-site review with the center director and staff. 
During that time, the following were accomplished: 
(a) Exchanged any information (not judgment or 
ratings) not previously shared, so that center 
director had the same information before starting 
the rating process; 
(b) Tabulated and reviewed the ratings and comments; 
and 
(c) Reviewed a summary of the discussion of each 
area with the director at the close of the 
discussion on that area. 
Monitoring and Assessment Scale Utilized at the Site Visit. 
Each of these community mental health centers investigated 
was rated qualitatively and quantitatively. Based on a 
summary of all information relevant to the center, a quan¬ 
titative rating scale was developed to measure the level of 
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administrative functioning. The scale measurement ranged 
from 0 to 6 and was applied to each independent or dependent 
variable for each center. 
I tern 
Cable of providing assistance in a 
particular area to other centers 
Performing at a consistently high 
level of quality 
Exceeding minimum requirements of 
quality 
Meet minimum requirements of quality 
Weak (functioning), boarders on 
noncompliance 
Deficient, not in compliance 
Insufficient information to rate 
Five independent variables and twelve dependent vari¬ 
ables were examined at each center. These variables were: 
Independent 
1. Organization/Administration 
2. Staffing 
3. Facilities 
4. Utilization Review 
5. Provision of Requested Information 
Dependent 
Rating 
6 
5 
4 
3 
2 
1 
0 
6. Emergency Service(s) 
7. Outpatient Service(s) 
8. Partial Hospitalization Service(s) 
9. Inpatient Service(s) 
10. Individualized Treatment Plan 
11. Range of Treatment Modalities 
12. Continuity of Care 
13. Community Orientation 
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14. Visibility 
15. Accessiblity 
16. Preventive Activities/Consultation and 
Education Service(s) 
17. Coordination with Other Agencies 
These variables were subsequently grouped into three major 
categories: Administration, Service Delivery, and Commun¬ 
ity Outreach as follows: 
VARIABLES 
Administration Service Delivery Community Outreach 
Organization/ 
Administration 
Emergency 
Service(s) 
Community 
Orientation 
Staffing Outpatinet 
Service(s) 
Visibility 
Facilities Partial Hospitali¬ 
zation Service(s) 
Accessibility 
Utilization 
Review 
Inpatient 
Service(s) 
Preventive 
Activities/ 
Consultation and 
Education 
Service(s) 
Provision of 
Requested 
Information 
Individualized 
Treatment Plan 
Coordination 
with Other Agencies 
Range of Treat¬ 
ment Modalities 
Continuity of 
Care 
Conducting the Site Visit. The researcher had responsibil 
ity for training staff on the intent and purpose of a site 
visit the night prior to the first meeting with staff. The 
researcher: (a) reviewed the pre-site visit information; 
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(b) considered and selected one of the various options for 
conducting the visit; (c) reviewed the on-site protocol; 
(d) determined the responsibility for sections of the on¬ 
site protocol and reviewed information requirements for 
each site visit; (e) determined which satellite, outreach 
program, or facility of the center to visit; (f) planned 
communication meeting; and (g) completed the agenda for 
the visit. 
When assessing direct services, the leader of the 
clinical staff provided medical records that were examined 
in order to: (a) find out how treatment was administered; 
and (b) check the correlation between on going treatment 
plans and medication, etc. 
When assessing the staffing patterns, the researcher 
interviewed a sample of the staff whose personnel files 
had been examined to assess modality-specific training and 
ongoing continuing education. 
During the site visit, the researcher: (a) observed 
the reception area, each service component area, satellite 
and outreach facility; (b) interviewed the service program 
chiefs, other center personnel, clients of the center, 
staff of agencies and community caretakers, the samples of 
the general public, as indicated on the on-site protocol; 
(c) interviewed as many members of the center board as were 
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available (very few members were available, but meeting 
records of board activities were available); (d) asked the 
questions on the on—site protocol and recorded the responses 
as accurately as possible; and (e) reviewed daily for at 
least one hour each evening information that had been 
gathered in the interviews. 
The following general areas were covered when the site 
visits were conducted by specific regimented questions 
asked by the investigator. The rating of each of the 
areas was based on a summary of all information which had 
been collected relevant to the respective center's studies. 
Specific questions were asked by the investigator at 
the time the site visits were conducted, which inquired 
about the administrative functions of each of the centers. 
Given the information available in the three case 
descriptions, the investigator has attempted to develop 
three alternative models for administration in community 
mental health centers. 
The reason that this dissertation was conceived was 
to contribute to a body of knowledge useful to public 
health professionals, mental health professionals, scholars, 
and researchers in the field of Administrative Science, 
and the public. 
CHAPTER IV 
HIGHLINE WEST SEATTLE 
The Highline West Seattle community mental health 
center is located in a catchment area known as West 
Seattle. Its northern boundary is Alki Beach. It is 
bounded on the East by Interstate Highway Five, on the 
South by 25th Street, and on the West by Vashon Island. 
The community is made up of lower-middle-class residents. 
The primary purpose of this site visit was to 
analyze the administrative/organization process of the 
center to determine its effects upon service delivery to 
residents of the catchment area. 
Organizational History 
The center was organized in 1968. Forty-five 
professional staff and fifteen clerical staff work in the 
center. An organizational chart of the relationships 
within the management structure was discussed with this 
researcher during the site visit, but was unavailable for 
examination. 
The center is generally organized in a pyramidal 
structure with program areas identified, and management/ 
coordinating functions delegated to subordinate levels. 
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Highline West Seattle 
Governance 
Policy 
Board 
Executive 
Director 
Emergency 
and 
Outpatient 
Services 
Day 
Treatment 
Inpatient 
Services 
Outreach 
Services 
Clinical 
Services 
Support 
Services 
Prevention 
Activities; 
Consultation; 
Education 
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The site visit led the researcher to the assumption that 
management is utilizing a democratic management model and 
is proceeding carefully rather than continuously in intro¬ 
ducing change. 
The purported organization structure seemed reasonably 
integrated, with community and staff aware of relationships 
among the various components, lines of communication, and 
authority system. Weekly staff meeting provided a mecha¬ 
nism, for example, for policy and program information. 
Within the past year, the staff of the center had been 
reorganized. The prior director had utilized a very 
authoritarian management style. The board had requested 
the director’s resignation, and there appeared to have 
been some hard feelings among the present staff about the 
manner in which the change in directors had taken place. 
There were a few present staff who still preferred the 
prior director's style, but, at the time of the site visit, 
there was no schism concerning a division of attitude about 
the prior and present directors' styles. Staff appeared 
to have adjusted to the new director, his style and his 
view of planning for the center. The new executive 
director holds a Masters of Science degree in Social Work. 
Staff seemed satisfied with the current administration of 
the center. 
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The reorganization had been caused by a need for a 
reduction in staff as well as a desire to achieve more 
effective management. All except one staff associate 
seemed to feel that their concerns were being heard and 
needs were being met. 
The management information and financial systems have 
operated from the beginning of an experimental basis. 
There was no formal information or management system. There 
are no current efforts to introduce new ethics or decision- 
based data collection processes which would reflect 
historical trends, current status, and provide a basis for 
forecasting future events. Staff at all levels felt 
comfortable with soft data, or nonexistent data. 
One exception to this view was the crisis/emergency 
program staff, where the emergency data analysis approach 
used document performance and also levels of earned 
income. Attention to such areas as objectives, planned 
interventions, alternative costs, and income should be 
encouraged at all levels. 
Board. There is a governing board which, for the past year, 
has been concerned with policy issues regarding the opera¬ 
tions of the center. The board has been occupied with 
issues relating to the approval of grant applications, 
identifying and acquiring revenues, and carrying on 
44 
interventions with the community and political environments 
on behalf of the center. As a result of these activities, 
the board has not had sufficient opportunity to develop a 
logical and sequential planning process. Such a process 
could result in the expression of a program philosophy 
related to the center's policies. 
Information was not available which would reflect 
participation of the board in the development of information 
around the needs of the catchment area and the response 
to these needs through the statement of specific program 
objectives. Nonetheless, it is noted that the board has 
been taking many actions in regard to redirecting and/or 
limiting expenditures, approving the location and/or 
relocation of program sites and the expansion of services. 
Many of these actions appear to have been taken somewhat 
precipitiously without a clear relationship to data base 
or the expression of an explicit policy that would support 
the action taken. The board needs to fully analyze the 
implications of any policy positions to be assured that 
they are consistent with immediate and long-range objectives 
and with federal and state regulations. 
For example, on May 16, 1975, the board took a policy 
position that no program would be permitted to run on a 
deficit basis and that services to Title XIX eligibles 
would be limited to the amount of matching funds available. 
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A casual look at this policy would suggest that this is a 
responsible effort to maintain fiscal stability in the 
agency and is therefore very appropriate. However, a 
further evaluation of the policy statement leads to the 
conclusion that it is extremely discriminatory in that it 
specifically limits services to one category and does not 
at the same time recognize that any individual receiving 
service who pays less than the full cost of services is also 
being subsidized and, therefore, should be subject to the 
same limitations. 
These policies should also be reviewed for consistency 
with the existing contract between the State of Washington 
and King County through which King County is required to 
provide services to those requiring mental health service 
regardless of their ability to pay. In relation to this, 
the latest printed fee scale (effective June 1, 1975) does 
not allow for any reduction of fees below $10, although in 
reality there is a process for review and reduction on an 
individual basis. Again, the stated policy is in conflict 
i"th. federal policy. This could be corrected by adding a 
statement to the effect that a review board can set a 
lower fee in individual circumstances. 
It is clearly evident that the board is sincerely 
committed to the purposes of the agency and is expending 
a great deal of energy in an effort to establish and 
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maintain services. It is assumed that the continuing 
crises which the board must address have detracted from 
other areas which, although less critical in the immediate 
sense, have implications for the ongoing development of the 
center. In this regard it is recommended that as soon as 
possible the board consider the following: 
Board policies. At the present time board policies 
are contained in the regular minutes and therefore are 
not readily accessible. The minutes should be reviewed and 
all policy statements extracted and compiled in a policy 
book. 
Representativeness. The board needs to develop a 
policy statement regarding its own constituency which 
clearly addresses the issue of representativeness of the 
catchment area population. It is unclear how members from 
the corporation are identified and nominated for election 
to the board of directors. It would seem that there should 
be clear statements which set forth the expectation that 
the membership of the board should be broadly representative 
of the catchment areas in terms of ethnic composition, 
socioeconomic grouping, and geographic location. This 
would be one way of assuring that the board has input from 
a variety of need areas. 
Personnel. The center has explicit personnel policies 
which staff consider very adequate. In terms of content, 
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however, this was not addressed. Upon observation by this 
researcher, there does appear to be a need to address 
needs of minority clients more fully. The board and 
administration need to review staffing to determine if 
there is a need for staff capable of providing direct or 
expanded services to different cultural groups. 
Upon examination by this researcher, however, the 
personnel policies overall were found inadequate to 
accomplish the objective. Although there is no operations 
policy manual which would relfect policies made by the 
board, the center has made an effort to extract and 
formalize various operating policies. Such a manual would 
speak to such matters as personnel practice, programs to 
be provided, hours of operation, intake policies and 
practices, procedures for follow-up of clients, transfers 
between programs, confidentiality, fee determination, 
procedures to be implemented regarding bad debts, etcetera. 
Such a manual clearly needs to be delineated. 
Personnel records inservice education. A sample of 
personnel records were reviewed. They appeared to be in 
good order with evidence that they had recently been 
reviewed and updated. Record of inservice training 
required, planned, and completed is underemphasized. It 
would appear that inservice training is anecdotal or 
accidental rather than the result of careful planning. As 
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the utilization review procedure becomes more a part of 
the routine, findings from the reviews could serve as one 
basis for planning of inservice training. it is especially 
important that training plans and activities be documented 
for nonprofessional staff. 
Staffing,_range of treatment modalities, and continu¬ 
ity—2i_care • Staffing for the clinical services appears 
to be adequate and appropriate, with the one exception 
that someone with expertise in treatment of the severely 
disabled needs to be added. 
There have been problems in the improvement of teach¬ 
ing patients. A liaison person was hired to follow the 
patients from the State Hospitals to his delivery of 
services in the catchment area and mental health center to 
insure continuity of care. 
Budget. Amendments to the budget are made by top 
management. The center's financial system is in place and 
seems adequate for summary data of their current financial 
positions. There are controls to preclude incurring over¬ 
runs of approved budget categories. At the same time of 
the site visit, cash requests were not drawn on letters of 
credit for immediate needs. 
The center has a chart of accounts. Accounts receiv¬ 
able have been reviewed and adjusted in terms of actual 
potential and a system has been established to aid these 
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accounts in the future. Attention needs to be paid to 
distribution of both cash and revenue to the centers, as 
well as relating current activity to the budget in a 
meaningful manner. This could be used to support judg¬ 
ments about the center's progress and about budget 
decisions. This center does not record the nonfederal 
share of expenditures and in-kind contributions. 
Financial statements are prepared monthly. Financial 
statements are presented to the board on a monthly basis. 
The financial statements of the center have not been 
audited for the past two years. The independent auditor 
did not produce a report or management letter. 
The center does not have a program for bonding 
employees, although time and attendance records are kept 
for all employees. Employees in the center do not work 
overtime. The center's payroll is approved by an official 
who is not responsible for its preparation. 
The center has a petty cash fund controlled by one of 
the clerical employees. This fund is reasonable in size 
and limited as to its purpose and amounts which can be 
disbursed. The center only allows key officials in the 
center to sign checks and checks are not drawn to payees 
for other than cash. The center's bank accounts are 
reconciled monthly. 
50 
Procurement and property. This mental health center 
did not have written procurement procedures which have 
been approved by the Board of Directors. However, records 
are maintained of leased or purchased equipment and there 
is an equipment and supplies inventory made at lease once 
a year. From the researcher's observation, it does not 
appear that the center has a security system which would 
prevent loss, damage, or theft of center property. 
Third party funds. The Chart of Accounts contains 
accounts by source of earned income, for example, patient 
fees, Medicare, Medicaid, etcetera. The reimbursement 
receipts are not kept by individual cost center, for 
example, medical, dental, home health, etcetera. The 
center has a sliding fee scale. Guidelines for billing 
on the sliding fee scale are not clear to the cashier. 
There is an immediate need for some form of technical 
assistance to assist staff with operations for the 
accounting system and auditing system. Highline West 
Seattle does have a policy for collecting bills and write¬ 
offs. This center has no controls to insure all eligible 
encounters are billed to third party payors and patients. 
Those claims that are rejected from third party payors 
are not followed up, nor is there a follow-up on accounts 
receivable. The budget did not have projections for the 
collection of anticipated funds. Collected funds are 
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deposited in the regular grant accounts. The center does 
not have any prepayemnt plans in effect and from discussion 
with staff, this researcher found that there are none being 
planned. 
Consultants. There are no written policies for this 
center regarding the use of consultants. The center does, 
however, have written travel policies. 
Facilities. For some elements of service, such as 
day treatment, the present facility is quite adequate. 
However, for such activities as conducting interviews, the 
facility is unsatisfactory. It is recommended that before 
any extensive remodeling is done, the facility be carefully 
evaluated to determine whether the facility could be 
redesigned for remodeling which would make the facility 
adequate for present and pro jected act ivit ies. If, for 
example, it is impossible in this facility to make 
cubicles which are soundproof for privacy, a remodeling 
decision would need to be reconsidered. 
Utilization review. A utilization review/peer review 
process has recently been instituted. Although the 
present system appears to be based on an understanding of 
the theoretical purpose of UR/PR implementation, the present 
system has been narrowly focused with emphasis on review 
of cases active for ninety days rather than on a sample of 
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all center activity. This practice would serve to sift 
out all cases of less duration. 
The review itself has appeared to focus on consulta¬ 
tion to the therapist, although comments tend to be rather 
broad and do not indicate concern with some of the sub¬ 
stantive issues with regard to technique, methodology, 
process, conceptualization, etcetera, with consistency of 
method from record to record. The process has not yet 
begun to focus on some of the quality assurance aspects 
that such a review can yield, such as trends in clinical 
practice which suggest need for program changes and/or 
inservice training, high or low dropout rates, certain 
disciplines which appear to demonstrate excellent or poor 
practices, overutilization or underutilization of certain 
services, intra-agency inconsistencies in clinical 
practices, etcetera. 
It was also observed that increased efficiency could 
be accomplished by assigning responsibility for complete¬ 
ness of the basic adequacy of records to a records 
librarian, with substantive review of adequacy of content 
and quality of service reserved for the committee. 
Clinical records-treatment planning. Records reviewed 
from all of the services tended to be poorly organized in 
terms of content. Materials were difficult to find and 
53 
the tracking of patient's progress was not easy to follow. 
For about two-thirds of the records, there was intake 
describing past history, psychosocial history, the pre¬ 
senting problems, and a treatment plan. Treatment plans 
tended to be rather broad, with the basis for selecting 
a particular treatment plan based on clinical problems, 
particular characteristics of patients, or trials with 
other treatment, not clear in all cases. There was a lack 
of review of treatment plans over time and there was no 
record that in following the progress of patients the 
therapist or the reviewers went back over previous treat¬ 
ment plans to see whether or not goals and objectives 
which had been set were realistic, attainable, or even 
being dealt with. Adequate termination records were 
generally lacking. The ability to follow the administration 
of medication was made difficult by the fact that this 
appeared with the progress noted rather than separated out 
in the records. It would be helpful if, in the organiza¬ 
tion of the records, a tabular form was established in 
which there was separation of records both in terms of 
chronological administration of services and type of 
services being provided. In addition, it would be helpful 
if therapists, in establishing treatment plans, would 
indicate, to whatever extent is feasible, some notion of 
the time frame during which such services were to be 
administered and what expectations the therapist, super 
visors, or reviewers might have about achieving desired 
results within a certain period of time. 
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Provision of requested information. All information 
requested by site visitors that was available was provided, 
both prior to and during the site visit. 
Emergency and outreach services. Staff providing 
these services appear to be well qualified by experience, 
training, and interest, and to have sufficient strength of 
numbers to adequately manage present volume of services. 
Volunteers utilized received training in assessment of 
crisis, crisis response techniques, and utilization of 
community resources. Outreach and emergency volunteers 
interviewed by the investigator reported satisfaction and 
comfort with the training and supervision received and 
understanding of their roles. 
Records are adequate and notes are kept with regard 
to each contact. The file that is maintained on all 
people who have had contact with emergency services and the 
inventory of resources that is regularly updated enhance 
the capabilities of the service. 
The network of crisis services that has been put into 
place would appear to be an outstanding example of coordi¬ 
nation of services across agencies in King County. 
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Outpatient services. Outpatient services are 
delivered by twelve and one-half therapists at six loca¬ 
tions. These include the family and adult services which 
has integrated the former children's day treatment program 
into children's outpatient services under the family 
therapy modality, aftercare service, and chemical dependency 
programs. The aftercare program includes three medication 
groups a week. In the adult and family unit there are 
twelve group programs. The remainder of the programs are 
for individual and family therapy. Two groups for 
children are in operation; one for those aged five through 
eight, and the other for adolescents. 
The range of modalities in the outpatient services 
appears to be fairly complete, and staffing appears to be 
quite adequate. There are few geriatric cleints being seen 
in this service. The researcher was unable to determine 
from his review whether this was due to lack of aggressive 
interest on the part of staff or whether other barriers, 
such as transportation problems, or culturally induced 
reluctance on the part of people in this age group, contrib¬ 
ute to the age skew. It should also be noted that an 
in-depth assessment of the children's service was not done. 
Partial hospitalization. Day treatment services are 
provided in two locations—the North Shorewood (primary 
center) facility and at Olympic Crest Nursing Home. The 
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program offered at the North Shorewood site consists of 
three programs: a basic one which operates three days a 
week for a small group of chronic and regressed patients 
whose activities are in the area of basic living skills, 
and a third for a group of patients who show greater 
potential for rehabilitation and have been placed in a 
program called "the advanced verbal skills group." 
Since the staff for the day treatment program are few, 
there could be benefit to programs and support services if 
staffs jointly explored development of community based 
facilities where voluntary staff could pick up some of the 
activities of the patients who are in the basic living 
program. This would involve delineating and demarcating 
those services which must necessarily be provided by pro¬ 
fessional staff or through supervised programs. 
The program at Olympic Crest Nursing Home is basically 
an activity program for nursing home patients who can or 
will utilize this kind of service. Although it is not 
documented, it would appear that it results in a decrease 
in the utilization of state hospital or acute hospital 
facilities. If this program is to be continued, it is 
recommended that it be done only on the basis of adequate 
documentation of its cost effectiveness with regard to 
providing services to patients who are at risk of hospitali¬ 
zation in psychiatric facilities. The need for services 
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to this population cannot be argued. It serves an extremely 
regressed, fixed, and chronic population. The question of 
whether or not these services should be considered mental 
health services as opposed to basic rehabilitation, re¬ 
socialization, and maintenance services which should be 
provided as a component of the nursing home programs needs 
to be examined. If in fact the service proves to be cost 
effective and demonstrates specific benefits to a 
psychiatric population, it should be continued. If not, 
there should be consideration given to the transfer of 
personnel and services to areas which the center has to 
deal with where expectation of rehabilitation and restora¬ 
tion of function of clientele is more likely than appears 
to be the case at Olympic Crest. Perhaps consultation 
and/or inservice staff could be provided to this facility. 
Inpatient service. Arrangement for inpatient care for 
catchment area clients are still being made by the crisis/ 
emergency service. With the addition of the hospital 
liaison position, continuity of care is being maintained 
more readily. Although all clients referred for inpatient 
services are hospitalized, it would appear that there is 
some difficulty in admitting those for whom payment is not 
assured without utilizing Western State Hospital. This 
arrangement was accepted as an interim measure only 
because of the extreme financial constraints of the center 
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during 1977. However, an agreement with at least one 
facility must be negotiated to insure that the center 
does have access to and control over admissions for clients 
in need. The award that was issued for the year beginning 
June 1, 1976 was accompanied by the condition that requires 
that by August 1, 1976 an approvable contract for inpatient 
services will be negotiated and evidence thereof submitted 
to the regional office of NIMH. 
Community orientation. The support services depart¬ 
ment has fairly recently been organized in its present 
structure, and staff appear to have spent much of their 
time to date defining their role and planning objectives. 
It was the impression of the investigator that this service 
is not as well integrated with the clinical services as it 
should be. The recommendation made under the discussion 
of partial hospitalization is one example of an area in 
which support services could be of assistance to the 
clinical service staff to extend the resources to the 
residents of the catchment area. 
It is recommended that a representative committee of 
board and staff address the issues of scope of activity of 
volunteers, training, and supervision expected, and use of 
previous clients of the center as volunteers, with a 
thorough exploration of the rationale for whatever position 
Some of the volunteers interviewed did not is taken. 
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appear to be clear in their roles or comfortable in the 
amount of back-up they receive from staff. One exception 
to this ambiguity was in crisis/emergency services. 
Support services staff were unclear as to what expectations 
would be for professional volunteers. The use of former 
clients as volunteers and restrictions on their use which 
arose in 1975 apparently has not been completely resolved. 
The Guild, a body that was significant during the 
formative years of the center, is at this time struggling 
for survival. It is recommended that office and support 
staff reevaluate the Guild's role and the needs within the 
community. It is possible that if the group wishes to grow 
there may have to be a change or expansion of focus, for 
example, a speaker's bureau or fundraising activities. 
From the conversation with one client from the White Center 
area, one might speculate that more of an action-oriented 
approach, such as., sponsoring a bingo party for a special 
project, might be a backdoor method for involving and 
interesting people of this area in the center's activities. 
Visibility-accessibility. While some sites for service 
have had to be closed and others moved during the past year, 
service is still provided in enough locations to make it 
fairly accessible in the catchment area. Public transpor¬ 
tation is not good, and it is difficult to determine how 
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many, particularly low-income or elderly clients, do not 
seek service because of inaccessibility. 
Reports from several other service providers and 
community residents of the service being provided in the 
Highpoint community were extremely positive. On the whole, 
visibility and accessibility appear to be good. A word 
of warning—clients, even peripherally involved, should be 
kept informed if any changes of sites and/or staff are made. 
One piece of feedback received from a client was that 
all of the changes that have taken place during the past 
year had considerable impact upon clients since they did 
not know what to expect from one day to the next. 
Preventive activities/consultation, and education 
services. The responsibility for consultation and educa¬ 
tion is divided, with the support services responsible for 
general program and consultation, and community education 
and clinical staff responsible for case consultation. 
While this may well be the most appropriate and acceptable 
direction, particularly with the small staff in support 
services,the plan for consultation and education services 
should mesh with the direct services. If, as is the case, 
services to chronically disturbed patients are a necessity 
and are of high priority, the Center should consider the 
utilization of personnel to promote interest in the 
community about this particular population. This should be 
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done to highlight their needs and to make concerns about 
this population not simply a mental health concern on the 
part of the center, the state or the federal authorities, 
but one which is a community concern. Work needs to begin 
to develop programs outside the center, staffed primarily 
by voluntary personnel who can extend the activities of this 
center by providing those kinds of services which do not 
have to be provided by mental health professionals. An 
example would be training of volunteers to conduct 
activities that have to do with basic life skills. Such 
voluntary personnel could be used to provide decentralized, 
community-based services to this population, as suggested 
under partial hospitalization. If this is not done, it is 
inevitable that, over time, the center will be overwhelmed 
with chronic patients and more and more effort will go 
into developing programs within the center to serve this 
population. This community will feel no responsibility 
toward this population who will be regarded as alien and 
unwanted, and professional staff within the center will be 
responsible for providing services which could be offered 
by personnel without professional or paraprofessional 
qualification. 
All consultation and education activities, whether 
done by support or clinical staff, should be reported at 
one place for the purpose of data collection and to aid in 
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program planning. The chief of the support services is the 
logical staff to receive, analyze, and enter these data 
into planning. 
Coordination with other agencies. Responses from 
other agency personnel were generally very positive, with 
most personnel noting that the center is doing a much 
more credible job of coordinating with other agencies than 
a year ago. Although there are still some problems with 
feedback to agencies that have made referrals, most 
agency representatives felt that center staff were making 
a real effort to resolve this problem and it is being 
corrected. Of special note are the efforts underway by the 
center to work with the Highline School District to obtain 
funding for an adolescent day treatment program, and the 
coordination between the alcoholism staff members and the 
alcoholism information and referral center. 
Continuity of care. This center does not have an 
adequate mechanism to ensure continuity of care. 
Treatment of Data 
Highline West Seattle had a mean score of 4.1 percent 
with a standard deviation of 1.944. (See Table 4.) This 
center was rated with the highest possible score of 6 and 
the lowest possible score of 0. Forty-one percent of all 
of the factors looked at in Center A were rated excellent, 
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while 17.6 percent were good and 5.9 percent were considered 
very good and 5.9 percent were considered poor, deficient 
and with insufficient information; 17.6 percent were con¬ 
sidered fair and good. The center’s overall rating was 
considered very good. 
Descriptive Statistical Analyses Supporting 
Highline West Seattle Community 
Mental Health Center 
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Figure 1 
Line Graph of Highline 
West Seattle Rating 
Center A 
Frequency 
of Scores 
Rating Scale Scores 
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Table 1 
Frequency Distribution of the Rating for the Three 
Major Categories: Administration, Service 
Delivery and Community Outreach 
Center A 
Rating 
Code 
Absolute 
Frequency 
Relative 
Frequency 
(%) 
Adjusted 
Frequency 
(%) 
Current 
Frequency 
(%) 
0 1 5.9 5.9 5.9 
1 1 5.9 5.9 11.8 
2 1 5.9 5.9 17.6 
3 3 17.6 17.6 35.6 
4 3 17.6 17.6 52.9 
5 1 5.9 5.9 58.8 
6 7 41.2 42.2 100.0 
Total 17 100.00 100.00 
*Source: Derived From the Statistical Package for the 
Social Sciences 
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Table 2 
Rating of Overall Statistical 
Analysis for Center A 
Center A 
Mean 4.176 
Mode 6.000 
Kurtosis -0.392 
Minimum 0.0 
Valid Categories 17 
Std. Error 0.472 Median 4.333 
Std. Dev. 1.944 Variance 3.779 
Skewness -0.743 Range 6.000 
Maximum 6.000 
Missing Categories 
♦Source: Analysis Derived From Statistical Package 
for the Social Sciences. 
The following tables provide a breakdown of ratings 
for each center. 
Table 3 
Administration at Highline West Seattle (A) 
Item Rating 
Organization/Administration 3 
Staffing 5 
Facilities 2 
Utilization Review 3 
Provision of Requested Information 4 
Total 3.4 
SOURCE: Rating of relevant areas of Administration 
functioning as derived from the Statistical 
Package for the Social Science analysis. 
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Table 4 
Service Delivery at Highline West Seattle 
Item Rating 
Emergency Services 6 
Outpatient Services 6 
Partial Hospitalization Services 6 
Inpatient Services 1 
Individualized Treatment Plan 6 
Range of Treatment Modalities 6 
Continuity Care 0 
Total 4.4 
SOURCE: Rating of relevant areas of service delivery 
as derived from the Statistical Analysis of 
the Statistical Package for the Social Sciences. 
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Table 5 
Community Outreach at Highline West 
Seattle Mental Health Center 
Item Rating 
Community Orientation 4 
Visibility 6 
Accessibility 3 
Preventive Activities/Consuitat ion 
and Education Services 3 
Coordination with Other Agencies 4 
Total 4.0 
Rating of relevant areas of community outreach 
as derived from the Statistical Analysis of the 
Statistical Package for the Social Sciences. 
SOURCE: 
CHAPTER V 
SEATTLE MENTAL HEALTH INSTITUTE 
The Seattle Mental Health Institute, which is a 
community mental health center, is located entirely with¬ 
in the City of Seattle. The Seattle catchment area has a 
total population of 11,614, or roughly about 21 percent of 
the City's population. Eleven percent of the residents 
are Black; and majority of whom live in the eastern half 
of the catchment area; 19.6 percent of the residents are 
under eighteen years of age and 16.1 percent are sixty- 
five years of age or older; 48.5 percent of the residents 
are married; 29.5 percent are single; 10.9 percent are 
separated or divorced. 
The Center was organized and incorporated in 
September, 1966. At the time of the research, it had 
approximately 52 professional and clerical staff and about 
12 non-direct service personnel. Approximately 40 people 
provide direct services and supervision. The organiza¬ 
tional chart as shown on Table I established clear lines 
of authority and responsibility. 
At the time of the site visit, all of the components 
in this organizational structure were in operation. 
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Board. The Community Mental Health Center has a 
governing board which meets monthly. The executive 
committee of the governing board meets twice a month. 
There are committees of the board that meet as necessary 
to work on various projects. there is no advisory struc¬ 
ture outside the advisory board. The board of the 
Institute is incorporated as a non-profit corporation. 
Minutes and other reporting documents of board activities 
are kept regularly. 
Board governance. The governing board is responsible 
for the Center's programs. The current board members have 
been selected in the following manner. There are three 
classes of membership: one-third of the members are elected 
by the board, one-third from semi-public agencies which 
send ballots to members of the corporation, and one-third 
are appointed by various community councils within the 
catchment area. 
The total number of board members allowed to serve 
at any time is thirty. Board members are allowed to serve 
for two years. Board meetings are scheduled once a month. 
There is one M.D. on the staff and six health professionals. 
The board has provisions for orienting its members. This 
center does not have an Advisory Board. 
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This facility is not appropriate for all its programs. 
Two of their programs operate outside the Center. They 
are for children and adolescents. 
The Center has a contract for Addictive Services, 
Division of Alcoholism Services, Medina Foundation and 
Boeing Aircraft, Good Neighbor for Construction and a 
private trust foundation. There are funds for an addition¬ 
al two foundations which comprise two hundred and sixty 
thousand dollars. 
Planning function. Although the Seattle Mental Health 
Institute previously had developed a plan for monitoring 
and controlling Center projects, there is no current on¬ 
going plan for monitoring and controlling original projects 
other than the original plan. The original plan fitted 
the Management and Administrative capabilities. The 
Center has not formalized its review process to facilitate 
periodic reviews of progress in reaching milestone and 
decisions. All of the objections established for the 
first eight years were accomplished but since the initial 
staffing grant terminated, a greater emphasis has been 
placed on third party funding. This funding has altered 
the range of services provided to clients. 
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Budget. Budget amendments are made only with the 
approval of top management which has controls that preclude 
overruns of approved Budget categories. Cash requests 
are not limited to immediate needs. 
Financial. The Center does not have a chart of 
accounts. Organizational records and reports of expen¬ 
ditures for each award are recorded by the work segment 
and budget cost category; however, the Center does not 
record the non-federal share of expenditures and in-kind 
contributions. Financial statements were prepared for six 
months and twelve-month periods but these statements were 
prepared on a monthly basis. The board received full 
financial statements which are presented to them twice a 
year. The board does not receive a report on financial 
matters regularly but only periodically. 
The Center has been audited in the last two years. 
All employees are bonded. Time and attendance 
records are kept for all Center employees including part- 
time staff. The time and attendance records are approved 
by supervisors. The Center does not pay overtime. The 
payroll is approved by an official who is not responsible 
for its preparation. The Center has a small petty cash 
fund but non-verbal policy discourages the use of this 
fund. 
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Only the key officials in the Center are authorized 
to sign checks. Checks are drawn to payees other than for 
cash. Bank accounts are reconciled monthly. 
Procurement and property. The Center does not have 
written procurement procedures which have been approved 
by the Board of Directors. Records are maintained for 
leased equipment. They do not make physical inventory 
accounts once a year. Security for equipment is inadequate 
to protect against loss, damage or theft of property. 
Typewriters and other equipment are tagged. 
Personnel. Key staff of the Center do not have job 
descriptions appropriate for the duties and responsibilities 
they carry out. The Center has an affirmative action 
which was never approved by the board. Salaries are not 
paid in accordance with the grant funding level. 
The charts of accounts do not contain accounts by 
source of earned income (e.g., patient fees, Medicare, 
Medicaid, etc.). The Center does not keep reimbursement 
receipts by individual cost category (e.g., Medical, Den¬ 
tal, Home Health). The Center provides a sliding fee 
scale for patients and has guidelines for billing which are 
known to the cashier. Although there are very little 
controls to write off accounts, the Center does have 
policies for collections and write offs. Some of the 
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controls are inadequate because only part of the control 
comes from the business office. The other part of the 
control comes from the supervisors. Rejected claims from 
third party payers are followed up and there are follow¬ 
ups on account receivables. Anticipated third party funds 
are projected in the budget and periodic collections are 
compared with the projections. Collected funds are 
deposited in the regular grant accounts. 
Currently, there are no prepayment plans in effect, 
but the Center was planning a prepayment plan. 
Crisis emergency service. Emergency walk-in service 
was created to deal with psychiatric crises and some types 
of situational crises include lack of food or lodging, 
overdue bills, utility shut-offs, eviction notices, etc. 
In the past two years a mobile, 24-hour crisis interven¬ 
tion team has been added. This team is closely coordinated 
with the Seattle crisis clinic and with similar teams 
from other community mental health centers as part of a 
county-wide crisis network. A crisis outreach team has 
seven positions including one supervisor and one liaison 
person acting in conjunction with Harborview Medical 
Center, Seattle. This team is funded under a special 
county grant. 
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Formal in service training is provided for this team 
and regular department in-service training is provided. 
There is immediate mental health back-up for the telephone, 
and mental health back-up is available for face to face 
contact. 
Face to face contacts are made for people calling 
into the Crisis Services. They request the callers to 
come in or by referring callers somewhere else. Emergency 
contacts are handled twenty four hours a day. The Center 
has available staff on a twenty-four hour basis. Emer¬ 
gency Services has procedures for weekly review of the 
Clinical Care in each case provided in emergency services 
and recorded in patient's records. In the past month, 
the Center has only four percent of its contacts referred 
to State or County psychiatric hospitals. Some of this 
four percent population was referred to County or State 
hospitals because of possible suicide risk, psychotic 
behavior, medication adjustment, need for long-term 
in-patient psychiatric care, physical problems where there 
were insufficient short-term facilities in Seattle to 
maintain the client. 
This Center's participation in the care of persons 
who are admitted to a hospital for medical treatment of 
attempted suicide provides for following the patient 
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through the in-patient process with a hospital liaison 
person. In each of these cases, the Center is in contact 
with the therapist and participates in determining treat¬ 
ment plan modality and discharge plan. 
Day Treatment—Partial Hospitalization Services—With 
Patient Services. Outpatient Care is open from 10:00 a.m. 
to 4:00 p.m., five days a week. This component is struc¬ 
tured around group activities that are social-recreational 
in nature. This is based on the premise that clients need 
to know and develop social skills. 
Patients go through a two-week evaluation in which 
a therapist attempts to see the patient's point of view. 
A behavior modification contract is developed to decide 
what abnormal behavior must be modified. This contract 
is based on the availability of staff and programs to meet 
patients' needs. Patients determine if they are comfor¬ 
table with assigned staff. Patients also make final 
determinations as to whether group structure or program for 
mat fits his/her needs. The patient alone makes the 
commitment to participate in a designed program. 
This center used Mega Vitamins, as a part of its 
therapeutic treatment. 
Outpatient. Almost one-third of the individuals seen 
at Seattle Mental Health Institute are adult outpatients. 
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This group is far too diverse to be able to categorize 
except to point out that almost all are functioning in¬ 
dependently with minimal support from Seattle Mental 
Health Institute. The personal needs of the clients vary 
greatly and, accordingly, the therapeutic techniques are 
also varied. The majority of clients seen in the program 
enter via Adult Services Orientation and are thereafter 
seen on an average of once a week for one or two hours. 
Most are seen on an individual basis, although currently 
35 percent are seen in group therapy. Seattle Mental 
Health Institute feels that group psychotherapy is an ex- 
penditious method of treatment. 
Outpatient counselors are responsible for follow-up 
on clients who miss appointments, including home visits, 
if necessary. Approximately one-third of the out-patient 
clients either do not require or do not desire regularly 
scheduled counseling. These patients are seen once a 
month for medication review. Crisis counseling is, of 
course, available when needed but regular counseling is 
advised if this becomes repetitious. Outpatient counselors 
meet weekly with psychiatric consultants and participate 
in team case staffing. Weekly meetings with supervisors 
for counselors are also scheduled. 
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Partial Hospitalization Program. There were seven 
patients admitted during the month prior to the site 
visits, two of these clients were referred from out-patient 
and two were referred from other agencies. Three others 
were walk-ins. No patients were referred from State and 
County hospitals. Partial Hospitalization is used to 
provide an alternative to in-patient, 24-hour care. It is 
the halfway point from total hospitalization referral to a 
less dependent institutional relationship for gradual re¬ 
entry into the community. 
Community Orientation. Seattle Mental Health Insti¬ 
tute has developed an internal structure and a philosophy 
that encourages community involvement in all phases of its 
activities. The most intensive method of involvement is 
through the volunteer program. This program enables mem¬ 
bers of the community to become an integral part of the 
Institute's activities for an extended period of time. 
The average citizen can give much less time, even though 
interest may be strong. Input from interested citizens 
can be provided through corporation membership, which 
costs nothing. Corporation members, now numbering over 
450, receive an expanded monthly newsletter and are en¬ 
couraged to participate in open houses and workshops. 
Members have provided support for revenue sharing grant 
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requests, CMHC appropriations and for permits related to 
the construction program. The most important responsi¬ 
bility of the members is the election of the Board of 
Directors. 
With the exception of the staff representative, all 
of the members of Seattle Mental Health Institute’s board 
are chosen initially by the community. Ten at-large 
positions are elected by the members. Ten positions are 
appointed by each Community Council within the catchment 
area. Ten positions will be elected by the Board itself 
from within its current membership (all of which is 
initially chosen by the community). This last provision 
enables the Board to maintain continuity. All terms are 
for two years, with half of the at-large and continuing 
positions up for election each year. The community 
representatives serve at the pleasure of their respective 
community councils. 
One example of Seattle Mental Health Institute’s 
concern for community involvement is the construction pro¬ 
gram. The Capitol Hill Community Council (CHCC) has been 
active for years in land use problems. In February 1974, 
months before design work had begun, Seattle Mental Health 
Institute requested a meeting with the CHCC Planning 
Committee to discuss preliminary plans and to express a 
desire to work with the Council. During the summer of 
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1974 and thereafter, frequent meetings were held as the 
building design progressed. Discussions centered around 
devising measures to mitigate some of the possible harm¬ 
ful effects of such a large construction program. Of 
particular concern to the CHCC was securing Seattle Mental 
Health Institute's assistance in protecting and enhancing 
the residential make-up of the area. Neighborhood resi¬ 
dents were involved in the process through a number of 
public meetings sponsored by CHCC. A tentative agreement 
has been worked out between Seattle Mental Health Insti¬ 
tute and CHCC which makes the two partners in a plan to 
begin residential redevelopment of the neighborhood. The 
process leading to the agreement was not always amiable. 
In fact at times the discussions became heated and angry 
feelings were generated on both sides. A small but vocal 
minority of area residents remain opposed to having a 
community mental health center in their neighborhood. But 
the end result will be a closer relationship than ever 
before between the Seattle Mental Health Institute and 
the community. Seattle Mental Health Institute's exten¬ 
sive efforts to work cooperative with this community are 
unusual for developers of any kind in this area. It is 
hoped that the agreement with CHCC will be a model for 
future cooperation between the community and business or 
social agencies. 
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The main problem with community involvement has al¬ 
ways been simple lack of interest in mental health. Even 
during the periods of heated debate over the Institute's 
construction plans, despite publicity in local papers, 
only a very small percentage of area residents ever ex¬ 
pressed any active interest. While they are proud to 
have 450+ corporation members, it is still a very small 
percentage of the catchment area population. Membership 
costs nothing and involves only the effort to fill out 
a membership card. Most community-oriented programs un¬ 
doubtedly experience similar problems. 
Utilization review. The Seattle Mental Health Insti¬ 
tute has an individual treatment plan which indicates 
patient status on admission, treatment prescribed and 
treatment given for each patient. The treatment plan is 
formulated within twenty-four hours for inpatients and 
within two to three days for outpatients. Treatment plans 
are developed within about two to three days for partial 
hospitalization patients and for emergency service treat¬ 
ment plans are developed within twenty-four hours. The 
treatment plan is formulated by an assigned therapist and 
team members in case conferences. All patients have dis¬ 
charge plans. The following mechanism for evaluation of 
individual patient treatment plans are carried on by staff 
through case conferences. 
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Inpatient services. Major changes in this program 
have resulted in significant increases in the quality and 
continuity of care and in operational efficiency. The 
primary inpatient service for the Institute’s clients is 
now located at St. Frances Cabrini Hospital, which is 
approximately 14 blocks west of the Institute's main 
facility. The admission process is frequently coordinated 
by the staff of the Institute's Emergency Service even if 
the client is an active participant in one of the Insti¬ 
tute's ongoing treatment programs. The process is 
initiated by the client's counselor. The Emergency Service 
is involved because the staff has frequent contact with 
the hospital staff and are thoroughly familiar with ad¬ 
mission procedures. Cases involving individuals who are 
not active in ongoing Institute programs would be handled 
from the beginning by the Emergency Service (E.S.). The 
E.S. staff member evaluated the case, collects necessary 
information and contacts one of the Institute's staff 
psychiatrists who has hospital admitting privileges at 
Cabrini. This psychiatrist will then contact the hospital 
admitting office, provide the required admission data and 
arrange for direct admission to the psychiatric ward. The 
E.S. staff member transports the client to the ward, with 
no delays experienced at the hospital. 
85 
Once a current client is admitted to the ward, his/ 
her medication is provided by a Seattle Mental Health 
Institute psychiatrist who also generally supervises the 
course of treatment. However, the primary therapist con¬ 
tinues to be the client's Institute counselor who is able 
to work directly with hospital and staff. If an admitted 
client has not been in another Institute program, the 
psychiatrist will evaluate the case after admission and 
may elect to play a more active role in the course of 
treatment. The Seattle Mental Health Institute's Hospital 
Liaison, a member of the E.S. staff, will assist in dis¬ 
charge planning and follow-up treatment. This liaison 
person visits the Cabrini psychiatric ward at least weekly 
in order to insure that the close friendly working re¬ 
lationship between the Institute and the hospital is 
functioning smoothly. 
Day treatment. This program is a complex matrix of 
treatment methods centered around a therapeutic milieu 
and including individual and group therapy, chemotherapy, 
activities and life support counseling or assistance. 
The program is designed as an alternative to hospitaliza¬ 
tion for all but the most severely dysfunctional 
individuals. 
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The program emphasis is on treatment, which often 
includes combating the lingering effects of institutional¬ 
ization. One of the primary objectives is to raise a 
client's level of functioning. For ex-state hospital 
patients this may be a long process. Many clients have 
never been hospitalized, however, and are functioning 
poorly due to excessive stress in their environment, 
severe trauma or a combination of these and other factors. 
Raising the level of functioning in such cases may pro¬ 
ceed more rapidly, although dealing with underlying 
emotional problems may take much longer. 
Over the past year there has been a noticeable change 
in the client population in Day Treatment. Fewer referrals 
are for chronic cases needing stabilization and long term 
support. Clients with many different needs are now being 
seen, requiring a more intensive activity and therapy 
program. There is greater use of community resources. 
More often active family involvement is possible because 
referrals are being made before the family ties are broken. 
Movement through the Day Treatment Program into Rehabilita¬ 
tion and Outpatient has increased. 
The Day Treatment Program has been restructured to 
provide for better maintenance of a therapeutic milieu. 
Each Day Treatment section has a treatment team of 8-12 
staff and support staff. Although there are joint 
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activities, each team is housed in a separate building and 
functions separately. This reduces the number of clients 
each team is responsible for and stimulates a sense of 
community with the clients, an important aspect of the 
mileau. A team leader provides immediate supervision 
for team members. Each client is assigned a "case 
manager" who is responsible for certain aspects of the 
client’s involvement in the program, but treatment 
responsibility rests with the team as a whole. This 
necessitates frequent, close communication among team 
members, who meet each morning and some afternoons. In 
addition, there are meetings with a psychiatric consultant 
for team consultation and case consultation. Each team 
member meets weekly with her/his supervisor. 
An alphabetical file for progress notes on each 
client is maintained, entries being made by any team 
member having a significant individual interaction with a 
client. Case managers are responsible for recording daily 
attendance and writing weekly summaries on each client. 
All progress notes are monitored weekly by the supervisors 
in order to check each client's progress and to monitor 
the quality and volume of service each client is receiving 
Regularly scheduled individual counseling sessions 
have been de-emphasized in favor of a series of immediate 
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interactions between client and any team member. A mini¬ 
mum three-day per week commitment plus regular attendance 
at group therapy is now required of all clients. Group 
therapy is scheduled three times each week, plus a weekly 
community meeting of all team members and clients. A wide 
variety of daily activities are available, plus weekly 
field trips. Team members share responsibility for 
building coverage, activities, getting clients to medi¬ 
cation review, field trip coverage, transportation for 
clients and provision of needed advocacy and life support 
services. Clients may enter the program upon discharge 
from a state or community hospital, from a less intensive 
Institute program, by referral from another agency or 
directly from the community. Most clients receive medi¬ 
cations and many also participate in the Rehabilitation 
Program. 
Rehabilitation. Although not a required service, the 
Seattle Mental Health Institute has provided a rehabilita¬ 
tion service since its inception. Originally thought of 
as an adjunct to the other treatment programs, Rehabilita¬ 
tion is now recognized as having considerable therapeutic 
value in itself and, in fact, has achieved remarkable 
success with clients who did not benefit from the other 
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programs. A considerable number of rehabilitation clients 
do not receive any other treatment from the Institute. 
The program emphasis is on functioning. There is no 
single connection between psychiatric disorder and ability 
to work and/or be useful. Suitable work can have integrat¬ 
ing effects which facilitate recovery from mental illness 
and prevent further recurrences of personality disorganiza¬ 
tion and withdrawal. Mental illness does not necessarily 
mean an inability to work. The individual's capacity to 
function in a particular situation, rather than conven¬ 
tional diagnostic categorization, is the true indicator of 
the potential for successful employment. The matching of 
abilities with job characteristics and attention to the 
social fit of person to setting are essential to success. 
State hospitals, through their extensive work programs, 
have demonstrated that even the most severely disabled 
patients can be productive. 
Participation in the Rehabilitation program begins 
with an evaluation period which emphasizes helping the 
client to learn what she or he can or cannot do, what 
environmental needs are important to them, etc. The 
evaluation is accomplished in a highly individualized way 
which may include psychological assessment, job sample 
experience in a variety of settings, and counseling which 
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includes examination of previous work history, the client's 
current needs, abilities, motivations, and the community 
training and job market. 
Work experience is a key component of the program. 
Many individuals can build confidence and capacities by 
experiencing realistic expectations in actual work situa¬ 
tions. A variety of experiences have been arranged in 
work stations and around the community. The Institute has 
access to about 75 assignments in approximately 50 loca¬ 
tions, with a wide range of activities including clerical, 
warehouse, service, sales and design. The staff has had 
good success in developing job samples in areas of client 
interest as needed. Although the client is volunteering, 
the Institute's staff works closely with the employers 
so that the trainees experience genuine employment situa¬ 
tions. Transportation and small amounts of incentive pay 
are provided if needed so that clients on low income can 
affort to participate. 
Placement assistance emphasizes learning how to use 
the resources in the community and how to sell oneself 
to the employer. Whenever possible the client is supported 
in finding his/her own job; however, it is recognized that 
in some cases good workers are unable to do so and 
assistance in getting the job is provided. 
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Successful job placement does not mean immediate 
discharge from the program. Sometimes accomplishment of 
a long-desired goal is the most difficult experience of 
all. The Institute's staff feels that many people need 
increased understanding and help at such a crucial time 
as the beginning of a new work experience. 
Alcoholism and Drug Abuse Programs. The Alcoholism 
and Drug Abuse Programs have been administratively and 
functionally combined into the Chemical Dependency Program. 
The director reports that his center has had experience 
with patients with cross dependents problems—abuse of 
both alcohol and other drugs. The staff felt that a com¬ 
bined program would provide potential for more comprehensive 
treatment. 
Both Alcohol and Drug users suffer from impaired 
interpersonal relationships; exhibit signs of personal 
neglect and are affected by the consequences of societal 
disdain and rejection. The treatment modalities offered 
to both groups are individual counseling, group theiapy, 
a special day treatment program, crisis intervention, 
rehabilitation and medication; however, medication for 
clients with addictive problems is generally contraindicated 
and, when needed, is carefully monitored by both counselor 
and a psychiatrist. This program works closely with other 
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alcohol and drug agencies; particularly with the Central 
Alcoholism Agency and with the Center for Addictive Ser¬ 
vices in Seattle. 
Medications Program. Many clients in the Chemical 
Dependence Program also participate in a regulated pro¬ 
gram of Chemotherapy. The Institute's philosophy in this 
area is to work very closely with each client in deter¬ 
mining individualized medication levels. This is a 
continuing process involving client and physician, with 
input from the client's counselor. Reduction of medication 
levels is encouraged. Clients recently released from the 
State Hospital on heavy doses of medication are usually 
seen for a medication review shortly after their return to 
the community. When possible, the Institute schedules 
appointments prior to release. Medication levels are 
usually reduced as soon as it is appropriate. 
The medication program is staffed by five part-time 
psychiatrists and two full-time nurses. Initial medication 
evaluations are usually done on an individual basis. 
Thereafter, most medication reviews are on a group basis. 
Each Day Treatment section and the Alcoholism pro¬ 
gram has a single psychiatrist responsible for medications 
for its clients. Staff members from these programs parti¬ 
cipate in the medication reviews to insure adequate 
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communication. Most outpatients also receive medications 
on a group basis. There are approximately 200 clients 
receiving medications only, with no other involvement at 
the Institute. These clients are seen every one to three 
months. Emergency medications are available during a 
regularly scheduled period each afternoon. 
Children's Services. Comprehensive children's ser¬ 
vices for residents of the Seattle Mental Health 
Institute's catchment area are provided by Children's 
Orthopedic Hospital and Medical Center. These services 
include psychological evaluation, individual, group, and 
family therapy, a day school program, a child development 
unit for retarded children and those with learning 
difficulties, and a referral arrangement with the Univer¬ 
sity of Washington for inpatient services. Future 
Children's Orthopedic Hospital and Medical Center plans 
call for establishment of a 12-bed inpatient unit and ex¬ 
pansion of the day school. Children and their families 
requesting service from the Seattle Mental Health Institute 
are interviewed by an Institute staff member, who then 
presents the case to the COHMC at their daily screening 
session. The family and/or child is then seen at COHMC. 
Senior Citizens Program. Located at the Queen Anne 
Recreation Center, this program includes a drop-in lounge 
94 
and weekly social program which incorporates a hot lunch 
service. 
The social program is held on Thursday, beginning with 
registration at 9 a.m., followed by two program presenta¬ 
tions which may include a lecture, museum presentation, 
music appreciation or related activity. At noon a hot 
lunch is served, followed by bridge until 3 p.m. The 
Seattle Mental Health Institute Community School classes 
are also scheduled during the morning and afternoon 
sessions. 
The hot lunch program has been an outstanding and 
unexpected success, attracting city-wide attention. This 
program is sponsored by the Institute, the Queen Anne 
Ecumenical Parish and Seattle Parks Department. Local 
churches have agreed to subsidize a number of lunches, with 
the Institute subsidizing the remainder. Other contribu¬ 
tions have been made by local organizations and businesses. 
A nominal fee is charged participants. Volunteers from 
local churches, Seattle Pacific College and the community 
set up and serve the lunches. Average attendance is about 
100. 
The drop-in lounge operates Monday and Thursday from 
9:30 a.m. to 2:00 p.m. This is a social/recreation pro¬ 
gram with referral and problem identification capability. 
Other activities are planned by the participants. 
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Community School/Tutoring. The Seattle Mental Health 
Institute’s adult education program, formerly known as the 
Free School, has recently been modified to provide a more 
stimulating and challenging program. The Free School was 
designed to be a loosely structured non-threatening 
opportunity for learning and socialization. The Community 
School has added structure and modified the general intent 
of the program to emphasize learning and individual 
achievement. The Community School provides intellectual 
stimulation, a bridge between the Institute's treatment 
programs and opportunity for socialization. 
A special tutoring program for adult Institute clients 
has been in existence for three and one-half years. Twenty- 
one tutors are currently providing individualized 
assistance in reading comprehension, mathematics and social 
studies to 25 people, many of whom have serious disabili¬ 
ties. Most of the participants hope to get a general 
dependency diploma (GED). All have been given the wide 
area achievement test to determine learning level and 
individual strengths in order to tailor a tutoring program 
for each participant. This is an open ended program which 
could last a few months or a few years for each individual. 
Participation is voluntary and a client must personally 
request tutoring and express a desire to increase his 
skills and abilities. 
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Queen Anne Services. The Queen Anne Services function 
has expanded the Institute's services in the western half 
of the catchment area. This office has moved to a larger 
permanent location in the Community Services for the Blind 
Building, on a major roadway close to three bus lines. 
Paid staff members and volunteers provide services from 
this office. Additional part time volunteers help in the 
senior program and with outpatient counseling. Medication 
reviews are provided to about 100 individuals per month. 
Several volunteer groups are presently active. Further 
expansion of services in Queen Anne has high priority, 
but funding uncertainties have prohibited definite planning. 
Extension of services into the Magnolia area, development 
of a Walk-In Emergency Service and establishment of a Day 
Treatment program appear to be the major needs. Referrals 
for existing services are steady. This program has re¬ 
ceived publicity in community newspapers and enjoys the 
active support of local businesses and of the Queen Anne 
Community Council. 
Inservice Training. The Seattle Mental Health In¬ 
stitute utilizes a large number of non-credentialed staff 
and volunteers in the provision of direct services. An 
extensive training program is provided to assist staff and 
volunteers to develop their innate skills in dealing with 
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people. This program includes didactic, case oriented 
and on-the-job training components. All training is re¬ 
lated to the specific types of clients seen at the 
Institute and the specific programs that serve them. 
All new staff members and volunteers are required to 
take a 25-hour survey course. This course includes an 
in-depth orientation to the Institute, its history, organ¬ 
ization, staff roles, personnel policies, funding, and 
obligations. The course also covers hospitalization, 
psychotropic medications, record keeping, milieu therapy 
concept, special problems such as alcoholism and drug 
abuse, cultural/social factors in mental health, human 
sexuality and an overview of the schools of therapy. 
A number of other courses are offered on specific 
topics, as needed. Courses offered in the past have in¬ 
cluded Intensive Psychotherapy, The Development of Social 
Competency, The Art of Consultation, Dynamics of Group 
Therapy and Psychological Testing. Attendance records are 
kept for all courses, and upon completion of a course, 
a certificate is placed in the staff member s personnel 
record. 
Case oriented consultation is provided during re¬ 
gularly scheduled meetings with supervisors, psychiatric 
consultants and during team meetings and case staffmgs. 
On the job training in areas such as crisis intervention 
and Adult Services Orientation is also provided. 
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The Institute has established close ties with the 
School of Nursing and Social Work at the University of 
Washington. Several staff members are on these faculties. 
Undergraduate and graduate nursing students receive field 
placements at the Institute. Six month block placements 
of second year social work students have been made and 
first year students will soon begin working at the In¬ 
stitute. This program provides invaluable direct 
experience in community mental health for these future 
professionals, and aids the Institute in the recruitment 
of professionals who have already been evaluated on the 
basis of work at the Seattle Mental Health Institute. 
Manpower Programs. Volunteers play an active, ab¬ 
solutely indispensable role in the Institute's program. 
Without the volunteer program, the volume of service pro¬ 
vided by the Seattle Mental Health Institute would be 
greatly reduced and several programs would be crippled. 
Volunteers are often given significant responsibilities, 
commensurate with their personal skills and abilities. 
This necessitates careful initial screening processes. 
All new volunteers are interviewed by the Coordinator of 
Volunteers to determine their interests, skills, level of 
competency, and to share information about the Institute's 
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needs and expectations of volunteers. Applicants are 
occassionally screened out if it appears that fulfillment 
of their personal needs would conflict with the needs of 
the agency or its clients. Those who are accepted receive 
a second interview from the supervisor of the service to 
which they are assigned. 
Construction program. The Institute's construction 
began approximately April 1, 1976. The design of this new 
facility was deliberately non-institutional. It is ex¬ 
pected to retain the comfortable ambience that is a hallmark 
of the Institute's program. Although expansion of services 
was not planned, added space enabled the Institute to 
improve its effectiveness and efficiency while relieving 
the stress caused to both staff and clients by the prior 
cramped quarters. Planning included heavy input from all 
staff members and volunteers and also from the local 
community. Special meeting facilities and a small 
gymnasium are available for community use and an underground 
parking garage has been provided to avoid the need for 
surface parking lots. It was anticipated that the new 
facility would help to boost the level of private fees by 
attracting more people who were able to pay the full fee 
for service. Funding for the construction program included 
a federal community mental health center construction 
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grant, a state construction grant, and private foundation 
grants. 
Accessibility. This community mental health center 
attempts to recruit clients by word of mouth from the 
catchment area. The center has no waiting list; the 
average length of time for first appointment is two or 
three days. Although the center is not structured to 
schedule on rotation for the intake of more patients, the 
intake person makes the decision whether a new patient is 
accepted into the center as a patient. There is also a 
conference meeting with supervisors. The Consultation and 
Education (C&E) Services have one staff member who devotes 
90 percent of his time to C&E. Center staff have ex¬ 
pressed a desire to reach more minority clients. 
This center has coordinated and provided services to 
Social Welfare Agencies, Family Services Centers, Voca¬ 
tional Rehabilitation Agencies, Legal Aid and Child Care 
Agencies. 
Coordination with other agencies. The center has 
always coordinated its activities with other agencies. For 
example, discussions of medication and needs of the patient 
take place with a patient is transferred to the Institute 
from another agency. There are few instances when a 
patient will not have data on his case when the Institute 
transferred patient. This is a coordination 
is receiving a 
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problem for those patients being released from the 
Hospital and returning to work in the catchment area. In 
the past years there were instances when patients were 
transferred to a mental health institute because of lack 
of available services. This has not been the experience 
at Seattle Mental Health Institute. 
Transitional care. This component of the Institute 
provides services to clients who have not been reached by 
existing programs and to chronically ill persons. There 
are six full-time people working in this program. There 
is also attached to the transitional care team a State 
Liaison person who interfaces with the Institute staff and 
staff from the State Mental Health Hospital. The patients 
purportedly in this program are living in sheltered care 
arrangements. Referrals to the program are received from 
within the Institute. The chronic population numbered 
about fifteen when this interview took place. This com- 
pontent works with patients until they are capable of 
receiving therapy in a traditional day treatment program. 
Continuity of care. The organizational structure of 
this center reflects basic continuity of care. The center 
utilizes three procedures to assure coordination: Case 
Conference, Informal Procedures and Formal Procedures. 
The transfer of persons from one unit of care to another 
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Descriptive Statistical Analyses Supporting 
Seattle Mental Health Institute 
Community Mental Health 
Center Case Study 
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within the Institute is basically an efficient process. 
It includes transfer of clinical responsibility and patient 
records. 
Figure 2 
Seattle Mental Health Institute Rating 
Center B 
Frequency 
of Scores 
Rating Scale Scores 
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47.1 percent of Center B is considered excellent, 
23.5 perdent was considered fair, 17.6 percent was con¬ 
sidered very good and 5.9 percent was considered 
deficient. The mean score for this center was 4.7 with a 
standard deviation of 1.5. 
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Table 6 
Frequency Distribution of the Rating for the 
Three Major Categories: Administration 
Service Delivery and Community Outreach 
Center B 
Rating 
Code 
Absolute 
Frequency 
Relative 
Frequency 
(%) 
Adjusted 
Frequency 
(%) 
Current 
Frequency 
(%) 
0 
1 1 5.9 5.9 5.9 
2 
3 4 23.5 23.5 29.4 
4 1 5.9 5.9 35.3 
5 3 17.6 17.6 52.9 
6 8 47.1 47.1 100.0 
Total 17 100.0 100.0 
♦Source: Derived from the Statistical Package for the 
Social Sciences 
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Table 7 
Rating of Overall Statistical Analysis for Center B 
Center B 
Mean 4.706 
Mode 6.000 
Kurtosis 0.001 
Minimum 1.000 
Valid Cases 17 
Std. Error 0.381 
Std. Dev. 1.572 
Skewness -0.979 
Maximum 6.000 
Missing Cases 0 
Median 5.333 
Variance 2.471 
Range 5.000 
*Source: Analysis Derived from Statistical Package for 
the Social Sciences 
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Table 8 
Administration at Seattle Mental 
Health Institute (B) 
Rating 
Organization/Administration 3 
Staffing 3 
Facilities 4 
Utilization Review 5 
Provision of Requested Information 3 
Total 3.6 
*Source: Rating of relevant areas of administration's 
functioning as derived from the Statistical 
Package for the Social Science analysis. 
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Table 9 
Service Delivery at Seattle 
Mental Health Institute 
Item 
Emergency Services 
Outpatient Services 
Partial Hospitalization Services 
Inpatient Services 
Individualized Treatment Plan 
Range of Treatment Modalities 
Continuity Care 
Total 
Rating 
6 
6 
6 
1 
6 
6 
3 
4.8 
*Source: Rating of relevant areas of service delivery as 
derived from the Statistical Analysis of the 
Statistical Package for the Social Sciences. 
109 
Table 10 
Community Outreach at Seattle 
Mental Health Institute 
—t-e.m Rating 
Community Orientation 6 
Visibility 6 
Accessibility 6 
Preventive Activities/Consultation 5 
and Education Services 
Coordination with Other Agencies 5 
Total 5.6 
*Source: Rating of relevant areas of community outreach as 
derived from the Statistical Analysis of the 
Statistical Package for the Social Sciences. 
CHAPTER VI 
TACOMA PIERCE COUNTY COMPREHENSIVE 
MENTAL HEALTH CENTER 
Organization and Administration. The catchment area 
for this Comprehensive Mental Health Center includes the 
City of Tacoma, Washington and that portion of Pierce 
County accessible via the Narrow Bridge, northwest of the 
City. Approximately 180,000 people live in the catchment 
area. The Center was organized in 1965 and incorporated 
in 1969. The Comprehensive Mental Health Center of Tacoma 
Pierce County "CMHCOTPC" has 38 professional staff 
members, 22 part-time professional staff, ten full-time 
clerical staff members and one part-time clerical staff 
person. 
The CMHCOTPC has an organizational chart with clear 
lines of authority. 
The Center is administered by a Mental Health profes¬ 
sional under operating procedures established by a Board 
of Directors. The Center's governing body is composed 
of 19 individuals representative of the catchment area and 
reflective of its demographic characteristics. For 
example, 47 percent of the Board are women, 37 percent 
are ethnic minorities, and 89 percent live within the 
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catchment area. Board members range in age from 29 to 70. 
In addition to the customary health professionals, attorneys, 
ministers, housewives, and other individuals serve on the 
Board. Three members are retired and there is one repre¬ 
sentative from the active client government. It should be 
noted that 74 percent of the Board are not health care 
providers as defined in Public Law 94-63. 
Funding. The Center documents reviewed reveal that 
the Center has had a reputation for pursuing funds. The 
previous Center director and other staff spent substantial 
time in an effort to continue programs and ameliorate 
anticipated loss of $220,000 federal dollars. The 
following is a list of some of the funding made available 
by these efforts. 
1. Prepaid Mental Health Network. Through the 
Western Washington Council of Mental Health Programs, the 
Center, in 1972, began to develop a statewide network of 
mental health centers and an insurance plan that brokers 
could sell on a group prepaid basis. Although it has not 
been operationalized, this effort has continued. It has 
received attention from other states and mental health 
authorities. 
2. Title XIX. The Center in 1970 led an effort that 
opened Title XIX reimbursements for community mental health 
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services in the State of Washington. It is currently a 
major biller of Title XIX in the State. 
3* Distress Grants. The Center promoted the enact¬ 
ment of distress grants legislation in 1974. The 
legislation was not enacted. 
4. Emergency Funding. In 1974, the Center sought 
emergency funding in anticipation of the loss of federal 
funds. Both the County Commissioners and the Director of 
the State Department of Social and Health Services were 
receptive of the request. The State offered $20,000 if the 
County would match it. The County, though sympathetic to 
the Center’s plight, felt that this was a State responsi¬ 
bility by law. No funds were advanced. 
5. LEAA. The Center developed a proposal for Federal 
Law and Justice funding through local and state government. 
Funding supports probation and parole offices. Center 
programs were not eligible for funding. 
6. Facility Costs. The Center sought money from 
State, County, public, and private foundations to pay the 
costs of remodeling the offices to which the Center moved 
in 1974. Money was received from one foundation, but the 
bulk of the costs were amortized over a ten-year lease on 
the building. 
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^• Multi service Center. A foundation grant pro¬ 
posal was submitted to expand the multi-service center 
concept to the mental health center and increase cooperation 
and joint space sharing in the new Center facility. It was 
not funded. 
8. Volunteer Coordinator. A proposal was written 
requesting support from the Junior League to fund a 
volunteer coordinator for the Center in 1974-75. Though 
receiving endorsement from their program evaluation 
committee, the full body prioritized it lower than other 
projects and it was not funded. 
9. Publicity. The distress that the Center found as 
a result of the loss of a staffing grant received local 
media coverage. The Center arranged to have major news¬ 
paper and television news coverage, community awareness 
and concern was generated, the State Regional Advisory 
Council to the State Department of Social and Health 
Services endorsed emergency funding, and then informed the 
local United Way and city government of these problems. 
Direct conversations were held with key legislators and 
state mental health administrative personnel, but no relief 
was provided. 
10. Purchase of Services. The Center suggested to the 
state that they should negotiate a purchase of service 
agreement with local mental health programs for mental 
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health services to other state agencies rather than pur¬ 
chasing them from private practitioners. The state showed 
no interest in this suggestion. 
11. Health Maintenance Organization. The Center 
successfully negotiated a contract with a new federally- 
supported HMO in Tacoma to provide its mental health 
benefits under the prepaid health insurance program. 
12. Other Local Health Insurance Programs. The Center 
sought to establish mental health benefits and reimburse¬ 
ments from the Pierce County Medical Bureau as a major 
local insurance provider. Benefits were not added. 
13. Commitment Act. A new involuntary commitment act 
was passed by the State legislature and the Center 
attempted to secure a contract for the provision of 
investigatory, evaluation, and treatment services under 
the law. The County, however, established this function 
under a new separate office with the County and did not 
contract with any mental health center. Changes have been 
made which tie that office into the County mental health 
plan, and contracts have been secured for the provision of 
crisis intervention services by Centers under that law. 
14. Revenue Sharing. The Center participated in the 
development of two revenue sharing proposals. One pro¬ 
posal for senior services was awarded to a complex of 
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community agencies. The Center received about $2,000 on a 
fee for service basis. At present, under a contract with 
the City of Tacoma, the center has gotten referrals and 
billed less than $300 for services rendered. 
15. CHAMPUS. (Military Health reimbursement) 
The Center sought to establish a residential treatment pro¬ 
gram (foster family) with reimbursements through CHAMPUS. 
This pilot effort terminated due to difficulty in getting 
payment and the high expense to the Center of the service. 
16. Indian Health Services. The Center tried to 
develop a consultation and education treatment service for 
the Puyallup Indian Tribe. The effort was terminated 
because in the opinion of the Center Director, the salary 
level they wanted for an Indian para-professional was 
unreasonably high. The Indian Tribe would prefer to 
develop its own services. 
17. Correction Project. The Center succeeded in 
getting a contract from the State to provide drug abuse 
treatment services to residents of a women's correction 
facility to our catchment area. These services, however, 
are not federal essential mental health services under 
distress. The contract is tenuous as the State corrections 
budget gives low priority to such projects. The courts, 
however, have determined that the incarcerated are entitled 
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to receive treatment and rehabilitation. These programs 
help the State meet this demand. 
18• Federal Prison. In 1974, new Federal action 
allowed federal prisons to subcontract with local agencies 
to provide drug abuse follow-up care. Federal service 
requirements made it unfeasible for the Center to provide 
service to McNeil Island Federal Penitentiary. 
19. VA Hospital. Another law allowed for VA 
hospitals to allocate contracts to local agencies to provide 
emergency and outpatient care. The local VA hospital, 
American Lake, did not wish to do this. 
20. Vietnamese Proposal. In 1975, during the 
immigration of refugees into Washington State from Viet 
Nam, the Center proposed to provide necessary services to 
this population. Special Region X action in response to 
this proposal was advocated and the Center was encouraged 
by interest shown by NIMH. No funding materialized. 
21. Title XX. The Center remains very active in 
attempting to get mental health service funded through 
this mechanism. It is difficult to judge the effectiveness 
of our actions. 
22. I and R. The Center has recently participated 
in a community wide effort to secure additional funding of 
Information and Referral services in the county. Appli¬ 
cations were pending with United Way, M.D.C. (local C.S.A.), 
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and the City of Tacoma for support. Foundation, State and 
County support will also be sought. The Center would be 
the recipient of these funds as they are the service 
provider. 
23. State Special Projects. The Center has two 
proposals in to the State for funding. One is for 
computerizing the Center's management information system 
and the other is for a client rehabilitation project. They 
were the two highest rated projects submitted by the 
County. 
24. Transitional Care. The Center has submitted a 
proposal for implementing special deinstitutionalization 
services to State hospital patients. The County is 
currently reviewing this plan for inclusion in a county¬ 
wide proposal. 
Planning. The organization has developed a plan for 
monitoring and controlling the project through its 
research components. Given the management and administra¬ 
tive capability of the organization, this component appears 
more than adequate to control the Center's projects. 
Periodical evaluations of all of the program components of 
the Center are made to determine policy and planning 
activities for the year. The staff of the Center utilized 
a modified goal attainment scale process which assist in 
monitoring and controlling the project. The Board and top 
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management periodically review progress in reaching mile¬ 
stones and accomplishing project objectives. 
Personnel and facilities are adequate to accomplish 
objectives of the Center and for acception by Black clients. 
There is a need for more minority professionals on the 
staff of the Center since the current professional staff 
is not equipped to handle the Black ethnic population. 
Budget. The Mental Health Center's amended budget is 
made by top management. The business manager exerts 
control to avoid overruns of approved budget categories. 
All cash requests are drawn on letters of credit for 
immediate needs. The Center has a chart for accounts and 
uses State accounting systems for controlling budget. This 
organization does not record the State share of expenditures 
but does record the local share. The Center prepares 
financial statements monthly and annual statements for the 
Federal government. The Governing Board of the Comprehen¬ 
sive Mental Health Center receives financial reports 
monthly from the Business Office of the Center. 
The Center had not had its financial statements 
audited for two years. 
The Center did have an unaudited financial statement 
available for review at the site visit which had been pre¬ 
pared by an independent auditor. The Center has a program 
Time and attendance records are for bonding employees. 
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kept on all employees. Overtime is not used. The payroll 
is approved by an official who is not responsible for its 
preparation. The Center has a petty cash fund which is 
under the responsibility of one custodian. It is reason¬ 
able in size. The Center has key officials authorized to 
sign checks. Checks are drawn to payee for other than 
cash. The Center's bank accounts are reconciled monthly. 
Procurement and property. Although records are main¬ 
tained of leased or purchased equipment, the Center does 
not have written policy for procurement procedures that 
have been approved by the Board of Directors. The Center 
makes physical inventory of equipment once a year. The 
Center has a security system adequate to prevent theft, 
loss and damage. 
Personnel. The Center has appropriate job descriptions 
for key staff. There are written personnel policies which 
relate to such items as dismissal of staff, EEO, etcetera. 
Staff salaries are in accordance with grants and controls. 
Salaries of key personnel are about the same as before 
coming to work on a respective project. 
Third party. The Chart of Accounts contains accounts 
by source of earned income, e.g., patient fees, Medicare, 
Medicaid, etcetera. Reimbursement receipts are kept by 
individual cost centers, e.g., medical, dental, home health. 
121 
etcetera. The Center has a sliding fee scale. There are 
also guidelines for billing which are known to the cashier. 
The Center has policies for collecting write-offs and the 
Business Manager/Director has authority to write-off 
accounts. There are controls to insure that all eligible 
encounters are billed to third party payers and patients. 
Rejected claims of third party payers are followed up. 
The Center also has follow-up on accounts receivable. The 
budget projects anticipated funds to be collected. The 
collected funds are not deposited in the regular grant 
accounts. There are potential prepayment plans in discus¬ 
sion but they have not been operationalized. 
Accounting system. The Center has a Chart of Accounts. 
It uses a double-entry accounting system and maintains 
the basic books of accounts: Cash Journal, General Ledger 
and Project Ledger. The accounting system adequately 
identifies receipts and expenditures for each grant and 
contract. The accounting system does not allow for the 
recording of expenditures for each program by required 
budget cost categories. The accounting system does not 
record non-Federal payments and in-kind contributions in 
the accounting system records. This institution does pro¬ 
vide financial statements annually. The financial statements 
have not been audited for two years. This center had an 
manual for review by this investigator. accounting 
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Budgeting controls. Individual staff members in the 
Center who approve budget amendments do not get their 
authority from the Board of Directors. This Center has 
budget controls in effect to preclude incurring obliga¬ 
tions in excess of alloted funds, e.g., comparison of 
budget with actual expenditures on a monthly basis. 
a. total funds available for an award 
b. total funds available for a budget cost category 
The Center's cash requirements are drawn on letters of 
credit limited to immediate needs. 
Consultants. The Center has no written policies or 
procedures regarding the use of consultants which detail 
circumstances under which consultants may be used. Consid¬ 
eration should be made of in-house capabilities to perform 
services before contracting for them and before soliciting 
bids from several contract sources to establish reasonable¬ 
ness of cost and quality of services to be provided. 
Travel. This institution does have written travel 
policies. 
Internal controls. The Center has a separation of 
responsibility for the receipt, payment and recording of 
cash. All checks are approved before they are signed. 
All accounting entries are supported by appropriate 
documentation, e.g., purchase orders, vouchers, vendor 
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payments, etcetera. The Center does not have an internal 
audit staff. All checks are pre-numbered and accounted 
for when bank accounts are reconciled. 
Purchases. The institution does not have written 
purchasing procedures for considering such matters as 
quality, cost, delivery, competitive bids, source selection, 
etcetera. 
Youth services. The Youth Services System (YSS) is a 
cooperative affiliation of five agencies that provide 
comprehensive mental health services to residents of the 
City of Tacoma. The Comprehensive Mental Health Center 
(CMHC) is a grantee agency, receiving funds from NIMH and 
affiliating with four other agencies for the provision of 
specific services. The affiliates are: the City of 
Tacoma, Department of Human Development, which operates the 
Youth Services Bureau; Catholic Children’s Services, which 
operates the Homebuilder and Therapeutic Foster Home 
programs; Mary Bridge Children's Health Center, which 
operates the Crisis Intervention Program and provides a 
Child Development Specialist and Tacoma Public Schools, 
District 10, which operates the Mcllvaigh Day Treatment 
Project. The CMHC operates the Children's Outpatient 
Service and Emergency Foster Home Program, provides research 
and evaluation staff, and administers the entire grant. 
The Youth Services System 
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Outpatient X X X X 
Emergency Foster 
Home 
X 
Phone Service X X 
Department of Human 
Development 
Youth Services Bureau X X 
Catholic Children's 
Services 
Homebuilder Program X X X 
Mary Bridge Children's 
Health Center 
Crisis Intervention 
Program X X X X 
Child Development 
Specialist X 
X 
Tacoma School District 
No. 10 
Mcllvaigh Project X X 
1 1 
X X 
Youth service system matrix reflects five agencies 
that provides comprehensive mental health services. 
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Though not funded by the grant, the CMHC Crisis Phone 
Services works with the YSS. The Center also operates an 
Adult Services Program and a Crisis Intervention Program 
which complement the System. 
The System is more than just a collection of affiliated 
agencies. The System shares a common management structure 
with a Mental Health Operations Manager (a CMHC employee) 
who is responsible for the coordination and continuity of 
services, and an Operations Team in which each of the 
program managers participates in developing operational 
procedures. The System shares common Management Information 
systems and clients move between the affiliates as their 
needs dictate with minimal interruption in their therapeutic 
regime. 
The affiliated agencies, the programs they operate for 
the System, and the major services provided are shown in the 
Youth Services Systems Matrix. 
Adult services. The Adult Services Program uniquely 
combines traditional outpatient and Day Treatment into one 
short-term, intensive program which is electric in its 
therapeutic orientation. With the therapist's guidance, 
the client is able to select the services which best meet 
his/her needs to address specific problem areas. The 
program is highly structured with a total of approximately 
65 different groups being offered each week. The focus of 
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each group is specific to a particular problem area, 
however, several groups may emphasize the same problem, 
each approaching the program differently. Groups are added 
or deleted from the program with the changing needs of the 
client population. Because multiple services are available 
in any combination to each client, case managers are 
designated to assume responsibility for the coordination of 
treatment and movement toward a mutual treatment goal. 
The time objective for completing treatment is three months 
with the possibility of treatment being extended by a 
review committee for up to an additional three months. 
There are five major service areas of the program 
which were evaluated. They are: (1) group therapy, (2) 
activity therapy, (3) vocational rehabilitation, 
(4) therapeutic community, and (5) individual therapy. 
Homebuilder program. The goal of the Homebuilder 
program is to maintain the family as a viable living 
arrangement in crisis situations where there is a high 
potential for family dissolution. Traditional efforts to 
resolve family crises have been directed toward the removal 
of at least one family member from the home. Institutional 
or alternative living arrangements are extremely expensive 
and there is little documentation of its effectiveness. 
Therefore, in an attempt to avoid placement and strengthen 
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family relationships, therapeutic intervention by the 
Homebuilder program is provided in the home at the time 
of crisis, and is followed by the establishment of a treat¬ 
ment plan to reduce the potential for crisis recurrence. 
Staff are available 24 hours per day and may remain in the 
clients' home for as long as 48 hours. The service pro¬ 
viders consisted of one Ph.D., one Masters level counselor 
and two persons possessing Bachelors degrees. The program 
objective for staff involvement with each family is six 
weeks. 
The clinical techniques used include crisis interven¬ 
tion, defusion of violence, parent effectiveness, training, 
assertiveness training, fair fight techniques and behavior 
modifications. These methods are applied in both individ¬ 
ual and family modalities of treatment. 
Inpatient. Under the old staffing grant, inpatient 
services of the CMHC were provided through an affiliation 
agreement with St. Joseph's Hospital. In the last year of 
that staffing grant, this service had five full-time 
nursing equivalents plus a half-time psychiatrist on the 
grant. Of the nursing positions, four were actually 
filled. 
With the termination of the grant, the affiliation 
agreement with St. Joseph's Hospital underwent modifications 
but was extended through June of 1975. The major changes 
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were reflective of the fact that the hospital no longer 
received any staffing grant support of its nursing posi¬ 
tions. The psychiatrist position had not been a hospital 
position. Nursing time previously available for non¬ 
hospital activities were reduced significantly. The only 
non-inpatient activity continued by the hospital besides 
liaison and coordination supportive of continuity of care 
was an outpatient prolixin group. The Center contributed 
psychiatric time for this activity while the hospital gave 
nursing time, space, and materials. The service is no 
longer provided. On a private basis, the Center then 
contracted with some of the nurses previously involved in 
non-patient Center activities in order to continue such 
activities, particularly medication adjustments. 
At present, when a Center client is judged in need 
of hospitalization on a voluntary basis, the responsible 
therapist and/or case manager reviews the appropriateness 
of such a treatment plan with the director of adult services 
or his/her designee. With the concurrence of this individ¬ 
ual, Center staff select and initiate a request to one of 
the community psychiatrist participating with the Center 
for the provision of this service. After consultation, by 
phone or in person, with this psychiatrist, the psychiatrist 
if so inclined, may admit on his service. Center staff 
facilitates the transport of that client to the selected 
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inpatient facility and with informed consent provides 
relevant information to staff of that facility. Unless 
contraindicated, Center staff may then participate, under 
the direction of the admitting physicians, in treatment 
and discharge planning with the client, facility staff, 
etcetera. An attempt is made to maintain continuity of 
care so that upon discharge from hospitalization, partici¬ 
pation in other Center programs may continue. 
Day treatment and outpatient. The Adult Services 
program, as it exists now, has changed considerably from 
the program that was supported through the federal staffing 
grant that ended in October 1974. These changes can best 
be looked at in terms of organization of services and 
decrease in some services and staff beginning with the 
last year of the original staffing grant. 
A new program manager was hired in July 1974. The 
goal of the pgoram, at that time, was to consolidate as 
much of the program duplication of function and provide 
economically sound services. 
The new Adult Services program began in September 1974 
with all programming taking place at Comprehensive Mental 
Health Center. At the same time, Special Services continued 
to do outreach services, home visiting services and 
rehabilitation programming. 
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The Adult Services program uniquely combined tradi¬ 
tional outpatient and day treatment into one coordinated 
service provided in one location by one staff available to 
all clients. The emphasis was on increasing group therapy 
and group activities focused on a variety of problem areas 
but continuing the individual therapy. At this point, the 
services included individual therapy, group therapy, group 
activities, medication assessment and adjustment, and 
therapeutic community, e.g., client government. There were 
forty-five different groups or activities offered per 
week with approximately three being offered at any 
particular time period. Thus, a client, upon entering the 
program, could define with the primary therapist (case 
manager) what his/her problem areas were, what the treat¬ 
ment goals were and what modalities were needed to reach 
those goals. 
Emergency services. In March of 1976, Emergency 
Services at CMHC encompassed four major functions: The 
Crisis Clinic, the Information and Referral Service, the 
Crisis Intervention Team and the Emergency Walk-in Service. 
A high level of integration in these occurred. 
The Crisis Clinic and the Information and Referral 
Service were telephone only services. Each had its own 
coordinator/supervisor. Each was staffed primarily by 
volunteers from the community. Recruiting of volunteers, 
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training and actual staffing of the answering rooms occur 
in a combined fashion. Volunteers agreed to receive 30 
hours of intensive training before picking up a telephone. 
Volunteers contracted to serve a minimum of four hours 
per week for one year beyond the completion of training. 
Crisis Clinic lines were open 24 hours a day, 7 days 
a week. Information and Referral Lines were open from 
8:00 a.m. to 5:00 p.m., five days a week, but it was 
planned that these hours would eventually be expanded to 
24 hours a day coverage. 
The work of the Crisis Intervention Team was determined 
by terms of a very workable contract between the Office of 
the Designated Mental Health Professional and CMHC. The 
purpose of the contract was to "provide assurance that 
crisis intervention, follow-up and outreach services . . . 
were provided throughout Pierce County in a coordinated, 
accessible manner on a 24-hour per day, 365-day per year 
basis" and "that an effective network for crisis inter¬ 
vention existed in the County, minimizing duplication of 
resources and permitting rapid integration of persons 
investigated into the various and appropriate social and 
health services ..." and "provide for interagency account¬ 
ability for effectiveness of investigatory, intervention, 
follow-up and outreach functions of all agents participating 
in this contract program." 
132 
Emergency Services at the Center were arranged in 
such a way that they provided both face-to-face and 
telephone contact with the community on a 24-hour a day, 
7 day a week basis. The CIT numbers were available 16 
hours per day, from 8:00 a.m. to midnight. The Crisis 
Clinic backed the CIT from midnight to 8:00 a.m. During 
those hours, staff from the Mental Health Professional's 
office were available for face-to-face intervention if 
necessary. From 9:00 a.m. until 4:00 p.m. every day, a 
person could be referred to the walk-in service. In 
addition, management team and supervisor's home telephone 
numbers were always available. All volunteer and paid 
staff knew that they were expected to call on management 
level staff in acute and emergent situations in which no 
other option was available or in cases which suggested a 
need for consultation. All Center staff were aware of the 
Center policy that emergency needs of clients came above 
any other priority a person had in his/her professional 
life. In an emergency, the nearest available qualified 
person was expected to handle the situation, regardless 
of how inconvenient it may have been. 
Consultation and Education. Over the course of the 
staffing grant, Consultation and Education (C&E) was done 
by numerous people in each of the program components. 
Consultation and Education was not, however, organized as 
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an identifiable service. Administrative responsibility 
changed a number of times and, therefore, C&E efforts 
suffered organizationally from the fact that a single 
person was not identified as having overall C&E management 
obligation. For these reasons, it was somewhat difficult 
to catalog C&E activities. The Consultation and Education 
Records Systems, harmonious with the using the forms of 
the PORS system, which now exists, had not been developed. 
By the end of 1974 C&E activities had dwindled as a direct 
result of the staffing grant loss. Community organizations 
and consultation efforts which had been headed by 
Administrative staff were drastically curtailed with the 
loss of 50 percent of top management at the end of 1974. 
Drastic staff cuts in Adult Services meant that the only 
C&E work done by Adult Services staff was strictly on 
their own time. Given the C&E approach regarding community 
need, Adult Services staff eventually had to turn down 
requests. The issue was one of survival, and direct 
service paid, while C&E generally did not. 
In September 1975, CMHC hired a new Director of 
Emergency Services. A portion of his job description 
stated that the person was "responsible for selected 
consultation and education services." Consultation and 
Education services were planned and conducted with an eye 
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to compliance with state and federal guidelines. In 
particular, careful study was given to PL 94-63 in regard 
to federal legislation and WAC 275-12-560 dealing with 
Consultation and Education. The Washington State rules 
and regulations specify three areas of C&E activity: 
(a) Clinical consultation, (b) Program consultation, and 
(c) Community education. The condition of distress caused 
by the loss of the staffing grant placed severe limitations 
upon amounts of each of the above services provided. The 
Center, however, planned to submit a grant proposal under 
PL 94-63, Section 204 to support the development of C&E 
services needed in the catchment area. 
Utilization review. There is a more than adequate 
mechanism for routine evaluation of patient service needs 
by supervisory personnel. Included in the review of 
patient service needs are treatment plans with a twenty- 
four hour periodic and a goal attainment scale to measure 
treatment outcome. The treatment plan indicates patient 
status on admission. However, outpatient care on an 
average takes two to three days to develop a treatment 
plan. All treatment plans are formulated by the therapist. 
The discharge plan is not formulated by the therapist. 
Continuity of care. There are bi-weekly meetings held 
by the operations team utilizing the Common Management 
Information System. Case Conferences are used when 
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necessary. The staff of the transferring unit always 
discusses a transfer with the staff of the recipient unit. 
The recipient unit staff usually receives written infor¬ 
mation on the patient prior to his/her transfer. The 
patient is always told early he is being transferred. 
Usually a patient is given information on what to expect 
after the transfer. The original transfer services are 
usually informed of the satisfactory completion of 
patient transfer. Occasionally there is a delay involving 
intra-center transfers of catchment areas residents 
because of service commitment to non-catchment residents. 
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Descriptive Statistical Analyses Supporting 
Tacoma Pierce County Comprehensive 
Community Mental Health Center 
Case Study 
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Figure 3 
Mental Health Center of Tacoma Pierce County 
Center C 
Frequency 
of Scores 
Rating Scale Score 
This center has a mean score of 4.2 with a standard 
deviation of 1.4. However, 41.2 percent of all the factors 
received a rating of good or above with 17.6 percent rated 
good, 23.5 percent considered excellent, 11.8 percent con¬ 
sidered fari, and 5.9 percent considered as not having suf¬ 
ficient information to rate the center's factors adequately 
Table 11 
Frequency Distribution of the Rating for the Three 
Major Categories: Administration, Service 
Delivery and Community Outreach 
Center C 
Rating 
Code 
Absolute 
Frequency 
Relative 
Frequency 
(%) 
Adjusted 
Frequency 
(%) 
Current 
Frequency 
(%) 
0 1 5.9 5.9 5.9 
1 
2 
3 2 11.8 11.8 17.6 
4 7 41.2 41.2 58.8 
5 3 17.6 17.6 76.5 
6 4 23.5 23.5 100.0 
TOTAL 17 100.00 100.00 
*Source: Derived from the Statistical Package for 
the Social Sciences. 
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Table 12 
Rating of Overall Statistical 
Analysis for Center C 
Center C 
Mean 4.294 
Mode 4.000 
Kurtosis 3.367 
Minimum 0.0 
Valid Cases 17 
Std. Error 0.472 
Std. Dev. 1.490 
Skewness -0.344 
Maximum 6.000 
Median 4.286 
Variance 2.2221 
Range 6.000 
♦Source: Analysis Derived from Statistical Package 
for the Social Sciences 
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Table 13 
Administration at Tacoma Pierce County 
Mental Health Center (C) 
Item 
Organization/Administration 
Staffing 
Facilities 
Utilization Review 
Provision of Requested Information 
Total 
Rating 
4 
4 
5 
5 
6 
4.8 
SOURCE: Rating of relevant areas of Administration s 
functioning as derived from the Statistical 
Package for the Social Science analysis. 
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Table 14 
Service Delivery at Tacoma Pierce County 
Mental Health Center 
Item Rating 
Emergency Services 6 
Outpatient Services 4 
Partial Hospitalization Services 0 
Inpatient Services 3 
Individualized Treatment Plan 6 
Range of Treatment Modalities 6 
Continuity Care  4_ 
Total 4.1 
Rating of relevant areas of service delivery as 
derived from the Statistical Package for the 
Social Sciences. 
SOURCE: 
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Table 15 
Community Outreach at Tacoma Pierce County 
Mental Health Center 
Rating 
Community Organization 3 
Visibility 4 
Accessibility 4 
Preventive Activities/Consultation 
and Education Services 3 
Coordination with Other Agencies 4 
Total 3.6 
SOURCE: Rating of relevant areas of community outreach 
as derived from the Statistical Analysis of the 
Statistical Package for the Social Sciences. 
CHAPTER VII 
DISCUSSION 
Introduction 
There were three reasons why the Investigator used a 
combination of qualitative and quantitative methods in 
completing the dissertation research. First, this research 
was carried out under a rigid prescribed protocol procedure 
(see Methodology). Second, these two method types were 
used together for the same purposes of testing three 
hypothesis and offering insights that neither one alone 
could provide. Third, all research methods have biases. 
The Investigator used multiple techniques to check on and 
learn from the other research methods. 
The three hypotheses that were derived from the prob¬ 
lem statements: 
1. The administrative process facilitates effective 
service delivery and community involvement in 
nondeficient Urban Community Mental Health 
Centers. 
2. The administrative process facilitates ineffective 
service delivery and community involvement in defi¬ 
cient Urban Community Mental Health Centers. 
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3. An administrative process which will facilitate 
optional service delivery and community involve¬ 
ment in Urban Community Mental Health Centers. 
The Centers that were identified required the 
investigator to have a complete understanding of 
the three Community Mental Health Centers, their 
administrative delivery systems and community 
involvement operation activities, and their 
relationships. After the direct observations were 
completed and data analysis performed, a com¬ 
parative analysis of the three Centers describing 
the Centers' Administration and operational 
activities that were associated with each Center 
was completed. The data will describe the 
effects that the Center's had on administration 
and its operational components (Service Delivery 
and Community Involvement). 
Direct Observation 
The apparent similarities of the three Community Men¬ 
tal Health Centers and their differences are based on pure 
observation is summarized for Highline West Seattle 
Community Mental Health Center, Seattle Mental Health 
Institute and Tacoma Pierce County Comprehensive Community 
Mental Health Center. 
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Highline West Seattle. This Center has come a long way 
from the near-collapse of a year ago. The Board and staff 
members in leadership positions deserve much credit for 
sustaining the Center and continuing to provide service to 
the catchment area during difficult times. The director 
is to be commended for the organizational and staff leader¬ 
ship he has given in the short time he has been there. 
Even though a number of areas are in need of attention, 
progress to date is excellent and appears to be moving 
toward corrective action. 
The only actual deficiency noted, the lack of contrac¬ 
tual arrangements for inpatient service, had been noted 
before and is a condition of the current grant for which 
there must be corrective action. 
Seattle Mental Health Institute. This is a unique commun¬ 
ity mental health center because of its extensive use of 
paraprofessionals as counselors and the center's use of 
megavitamins therapy. This center provides all the re¬ 
quired mental health services but has problems in 
community outreach efforts. The center's staffing grant 
was terminated and the center's leadership began to place 
a greater emphasis on collecting third party reimbursement 
dollars. However, the grant termination has altered ser¬ 
vices. There is no current ongoing plan for monitoring 
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and controlling original projects other than the original 
plan. The center has not formalized its review process 
to facilitate periodic review of progress in reaching 
milestones and decisions. 
This center does not have a chart of accounts nor a 
record of the non-federal share of expenditures and inkind 
contributions. The center’s key personnel do not have job 
descriptions appropriate for the duties and responsibilities 
they execute. The record system is not functioning in an 
effective manner to assist the center director in his 
policy decisions. He has only a B.A. degree and was hired 
because of his fundraising ability. 
Tacoma Pierce County Comprehensive Community Mental Health 
Center. This center had few weaknesses. Its catchment 
area did not have a large participation of Black clients. 
It had lost its staffing grant. However, it possessed a 
strong monitoring and control management information 
system that was updated through assessment and evaluation 
activities. The financial statements of the center had 
not been audited in two years. There were no policy for 
procurement procedures, no policy on consultant utiliza¬ 
tion procedures and no written purchasing procedures. This 
Center provided an effective service delivery system. 
The following represents the recommendations made 
through direct observation of the three Centers 
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Administration and its operational components, service 
delivery and community involvements for Highline West 
Seattle, Seattle Mental Health Institute, and Tacoma 
Pierce County Comprehensive Community Mental Health Centers. 
Highline West Seattle 
1. Priority should be given to instituting and/or 
refining management information systems which will produce 
the fiscal and statistical data necessary for sound manage¬ 
ment and planning. 
2. Before the Center assumes great expenses for re¬ 
modeling the North Shorewood facility, the potential for 
the necessary usage should be carefully evaluated. 
3. The program at Olympic Crest Nursing Home should 
be evaluated for cost effectiveness and benefit to deter¬ 
mine if it should be continued or if there are other 
mechanisms for utilizing the resources available to better 
serve the chronic population and achieve the purpose of 
minimizing rehospitalization. 
4. Support services should be better integrated 
within the total program so that all resources of the 
Center can be directed to extending services in the areas 
of priority and need. 
5. Concerted efforts should be made to identify and 
serve the seriously disabled population in the catchment 
area. 
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6. The issue of use of volunteers should be addressed 
so that ambiguity is reduced in the areas of selection, 
training, and supervision. 
Seattle Mental Health Institute. This center needs to 
develop an effective management information retrieval sys¬ 
tem. Their community outreach activities need to be 
reviewed and a strategy is also needed to improve the 
current system. The third party billing system needs to 
be reorganized to balance the termination of the staffing 
grants. Job descriptions need to be developed for key 
personnel in accordance with their duties. 
Tacoma Pierce County Comprehensive Community Mental Health 
Center. The following recommendations should be resolved 
by the Tacoma Pierce County Comprehensive Mental Health 
Center. 
1. The center leadership should develop an inservice 
cross-cultural program for its therapists and 
support staff members. 
2. The center's financial statement should be audited. 
3. The center should develop procurement guidelines. 
4. The center should develop a policy on consultant 
utilization. 
5. The center should develop written purchasing 
procedures. 
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Data Analyses 
The data analyses of the three urban community health 
centers was conducted by using Descriptive Analysis 
Techniques, focusing more on a comparative analysis. That 
is, comparing each of the three centers in terms of their 
administrative process and its impact on service delivery 
and community outreach, as dependent variables. The Com¬ 
parative Analysis will utilize primarily descriptive 
statistics, which included measures of Central Tendency, 
along with a measuring instrument and rating criteria for 
assessment of each of the centers. There were seventeen 
variables analyzed and grouped into dependent and independent 
variables, as explained above in the Chapter on Methodology 
(Chapter III). This procedure allowed the investigator to 
handle the data easily. 
After rating the relevant areas of the administrative 
functioning for each center, and in order to analyze and 
compare effects of administration on service delivery and 
community outreach, the investigator utilized Descriptive 
Analysis available to the centers. 
The three centers involved were (1) Highline West 
Seattle, (b) Seattle Mental Health Institute, and (c) 
Tacoma Pierce County Comprehensive Mental Health Center. 
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Table 16 
A 3X3 Research Design of All Means 
and Overall Ratings 
Center A Center B Center C 
Average 
Totals 
Administration 3.4 3.6 4.8 3.9 
Services 
Delivery 4.4 4.8 4.1 4.4 
Community 
Outreach 4.0 5.6 3.6 4.4 
Totals 3.9 4.7 4.1 4.2 
Center B had the highest overall rating, followed by 
Center C and finally Center A. Center C, however, ranked 
highest in Administration, while Center B ranked highest 
in Community Outreach. The overall average mean score for 
the three centers and their variables was 4.2. 
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In the following discussion, those centers will be coded 
as follows: 
Center Code 
Highline West Seattle A 
Seattle Mental Health Institute B 
Tacoma Pierce County Comprehensive C 
Mental Health Center 
The administrative process in Center A as compared to 
the administrative processes in Center B represents a 
strong relationship as opposed to the administrative process 
in Center C, which represents a weak relationship with 
Centers A and B because Tacoma Pierce County Comprehensive 
Mental Health Center clearly had a stronger administrative 
process than Seattle Mental Health Institute and Highline 
West. 
Administration. The administrative components of these 
three centers, as illustrated in the statistical analysis, 
demonstrated that Centers A (Highline West) and B (Seattle 
Mental Health Institute) were statistically similar to each 
other and that each of these centers differed from Center 
C (Tacoma Pierce), see Table 11). 
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Table 17 
Factor Matrix 
Factor 1 Factor 2 Factor 3 
Variable 
Adminis¬ 
tration 
Service 
Delivery 
Community 
Outreach 
Center A 0.85494 0.09906 
-0.02013 
Center B 0.82697 
-0.14475 0.01720 
Center C 0.15256 0.22949 0.01954 
^Analysis derived from Statistical Package for the Social 
Sciences. 
The center directors at Highline West Seattle (A) and 
Seattle Mental Health Institute (B) did not have doctorate 
degrees. The center director at Tacoma Pierce County 
Comprehensive Mental Health Center had a Ph.D. in Psychology. 
The director at Center A had M.S.W. and the director at 
Center B had a B.S. degree. 
Tacoma Pierce County Comprehensive Mental Health Center 
(C) was rated higher in administration than Center A or 
Center B because it exceeded minimum requirements of quality, 
it had a more efficient administrative organization and 
sounder administrative principles. The investigator ob¬ 
served that the center director was clearly in charge of all 
operational elements and managers were accountable to the 
center director of each operation (see Table 13). 
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Highline West Seattle (A) meets minimum requirements 
of quality and had just begun to function in a productive 
manner. The board played a major role in the function of 
the operation of the center. The center was in the process 
of trying to operate effectively in spite of some old 
organizational attitudes. The operational and retrieval 
informational system was not as sound as Center C should 
have been and the financial system was in disarray. All 
functions are in the process of being changed and improved. 
During this process of change, the center's organizational 
and administrative structure was still functioning (see 
Table 3) . 
The director of Seattle Mental Health Institute (B) 
had no background in mental health, but had tremendous 
abilities as a fundraiser. He had a B.S. degree. His 
administrative style required that he delegate authority. 
The center's staff was comprised primarily of paraprofession- 
als. The record system was not organized. There was a 
mediocre information system being utilized. Leadership of 
the center had allowed the center to continue to provide 
service very effectively and the center meets minimum 
requirements of quality. 
Highline West Seattle (A) needed to make a stronger 
effort to develop preventive programs for the minority 
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population served by the center. Center C did not have 
Blacks on its staff, but still needs some crosscultural 
awareness training. 
Staffing. The staffing at the three centers was adequate. 
Basically, all staff were qualified to perform the func¬ 
tions outlined in their job descriptions, with the exception 
of Seattle Mental Health Institute, who met the minimum 
requirements of quality. The staff at Highline West Seattle 
seemed to be very flexible in handling the transition in 
administration and staffing that was taking place in their 
center even though the director had not been in his position 
for a year. There was an inservice training program for the 
staff. Center staff reflected the catchment area's popula¬ 
tion and the staff in this center are performing at higher 
level of quality (see Table 3). 
Seattle Mental Health Institute had a limited number 
of professional mental health personnel and were required 
to use paraprofessionals. Whether or not this was due to 
the limited training of the director was not clear, but the 
center had the proper medical staff necessary to run the 
clinical programs. The paraprofessional staff did not seem 
to have proper supervision, even though they were function¬ 
ing and meeting minimum requirements of quality (see 
Table 8) . 
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The staffing at Tacoma Pierce Comprehensive Mental 
Health Center was exceeding minimum requirements of quality. 
It was ethnically mixed. There were qualified staff to 
perform functions outlined in the application. It was 
observed that volunteers who fill in for staffing vacancies 
were not adequately supervised. Some individuals appeared 
to be highly motivated, while others were not. Minority 
staff were not as positive about their role as the majority 
of staff were (see Table 13). 
Facilities. Of the three mental health center facilities 
examined, those at Center A were clearly the weakest (see 
Table 3 ). This center is located in a school facility 
which had not been designed nor renovated to adequately 
house a mental health program. This facility was inappro¬ 
priate and insufficient to house the staff and clients. 
It was difficult to understand how services were delivered. 
Counselors had difficulty obtaining needed privacy, but 
they were able to improvise. 
The facilities of Centers B and C were very adequate. 
There was not much difference in accessibility to catchment 
area residents in the two centers, although Center C rated 
higher than Center B. Both had appropriate and sufficient 
space to house staff and clients and both facilities 
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permitted effective operations of their programs. All of 
the centers provide essential services for their catchment 
areas. Center B provided an additional service, which was 
rehabilitative service, but Center C provided vocational 
rehabilitative services (See Tables 8 and 13). 
Utilization Review. The Utilization Review process at 
Center A met only minimum requirements of quality than that 
at Center B and C, whose utilization review process per¬ 
formed on a consistent high level of quality. Center B 
can be understood considering the theoretical purpose of 
implementation of the Utilization Review Process, but it is 
not similar to Center A (see Table 8 ). It had just dev¬ 
eloped Utilization Review and Peer Review processes. Its 
focus was on consultation to therapist, etc. 
Center B had an individualized treatment plan which 
indicated patient status admission. Center C provided 
treatment plans for the outpatient population, as well as, 
the inpatient population. All treatment plans were done by 
a therapist; these were completed within a twenty-four hour 
period, but for inpatients, it could take up to two or 
three days for a treatment plan to develop (see Table 13). 
Provision of Requested Information. Center C was able to 
furnish the researcher with all of the information needed 
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to examine the administrative operations of the center and 
could provide this kind of assistance to other centers (see 
Table 13) . 
Centers A and B provided most of the data needed, but 
did not have information organized in a manner which made 
for easy accessibility to the data. In this regard, Center 
A exceeded the minimum requirements of quality. This was 
more a problem for Center B, which meets minimum require¬ 
ments (see Tables 3 and 8), 
In comparing the three centers, the administrative 
process at Center C proved to be significantly better than 
the other two centers. Although all of the centers were 
functioning adequately, the administrative examination of 
the dependent variables as criteria for rating the adminis¬ 
trative process showed Center C was operated significantly 
more efficiently (see Table 13). 
When the staff grant at Center C was terminated, in¬ 
patient care procedures were changed. This center meets 
minimum requirements of quality in providing inpatient 
services (see Table 14). 
Individual Treatment Plans. All three centers provided 
individualized treatment plans for patients. By the 
criteria applied for rating this variable, individual 
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treatment plans at all centers examined were excellent and 
could provide those skills to other centers (see Tables 
4, 9, 14). 
Range of Treatment Modalities. All three centers had 
capability of providing assistance in this area to other 
centers, including all of the known treatment modalities 
for emergencies, inpatient, outpatient, and partial hos¬ 
pitalization services. The modalities used are individual 
psychotherapy, group psychotherapy, family psychotherapy, 
chemotherapy, recreational activity, rehabilitative activity, 
crisis intervention, electro convulsive therapy, etc. How¬ 
ever, Center C is not organized along modality lines, but 
along program lines (see Tables 4, 9, 14). 
Continuity of Care. Center C and B are very similar in the 
way they provide continuity of care. They meet and ex¬ 
ceeded the minimum requirement for quality, but Center C’s 
organizational structure tends to be a little more 
effective in the way it handles this variable (see Tables 
9, 14). 
There was nothing exceptional in the organizational 
structure of Center A (see Table 4 ) and I did not have 
sufficient information to rate the center program. An 
information system which could have supported an effective 
163 
continuity of care program had not been put into operation. 
The Center director described the center's organizational 
structure, but it was not examined by the researcher, 
because the Center director did not have a copy of the 
organizational structure. Review and rating of the 
organizational structure of Center A were based upon con¬ 
versation with the Center director and the investigator's 
observations at the time of the site visit. 
Comparing the service delivery components of Highline 
West Seattle, Seattle Mental Health Institute, and Tacoma 
Pierce County Comprehensive Mental Health Center, it was 
determined that the Seattle Mental Health Institute, over¬ 
all, had a stronger service delivery system (see Table 11). 
Emergency services. All three of the centers had 24- 
hour emergency service, 7 days a week. Each center ex¬ 
amined had back-up mental health professionals available 
for emergency services that was capable of providing 
assistance in a particular area to other centers (see 
Tables 4, 9, 14). 
Outpatient services. All three centers are providing 
outpatient services at appropriate times to meet the needs 
of the catchment area residents. Services provided by 
Center exceeds the minimum requirements of quality, but are 
not as strong in this category as are services provided by 
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Centers A and B, who have the capability to provide assis¬ 
tance in this area to other centers. Center C had reor¬ 
ganized outpatient services as a result of the termination 
of its staffing grant. As a result, Center C had to de¬ 
crease some outpatient services and reduce staff providing 
outpatient services. 
Partial hospitalization service. The partial hospi¬ 
talization programs are considered very effective programs 
at Centers A and B. Center C had insufficient data to do 
any analysis or rating of this variable (see Table 14). 
Inpatient service. Inpatient services at Center A 
are not adequate or in compliance (see Table 4 ). Proce¬ 
dures for the provision of these services are made by the 
Crisis/Emergency Service, but at the time of the site visit 
continuity of care was not being maintained properly. The 
change in procedures for inpatient services occurred with 
the creation of a new staff position, the hospital liaison 
person. The inpatient program at Center B has undergone 
major changes, but the investigator did observe the program 
to be currently effective or in compliance (see Table 9). 
Seattle Mental Health Institute received a higher 
rating than Highline West and Tacoma Pierce Centers (see 
Table 5) . 
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Community Orientat ion. All of the Centers were responsive 
to community needs. 
Center A is able to disseminate information through 
its governance board, but support services have not been 
effective even though they are exceeding minimum require¬ 
ments of quality (see Table 5 ). The center is redefining 
its role in the community as a result of the reorganization 
of the center, but there is contact with the catchment area 
through volunteer residents. There are indications that 
the volunteers want more staff support. 
Center B has an excellent community support program, 
which involved the community in both planning and develop¬ 
ment (see Table 10). This center is capable of providing 
technical assistance to other centers. It utilizes the 
following mechanisms: public hearings, interagency pro¬ 
fessional meetings, annual meetings, membership of 
community representatives on the governing board, open 
board meetings and a newsletter. 
Center C has no open forum for poor people to parti¬ 
cipate and meets minimum requirements of quality (see 
Table 15). Some of the volunteers at this center are con¬ 
sidered poor. This is not representative of the majority 
of volunteers. The center has to assess community needs 
through survey and other community agencies, demographic 
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indicators and social indicators. Center C has issues to 
handle on race and cross-cultural training. 
Visibility. The three centers have provided visibility 
for their operations and services. Some have been more 
sensitive and more effective than others. Center A is 
located in an area where public transportation services 
are poor, thus it is difficult to determine how many low 
income or elderly clients would seek services, if available 
services were more accessible. Although the board dictates 
policy, all reports suggest that catchment area residents 
view the availability of services and center location in 
an extremely positive way in this center's catchment area 
(see Table 5). 
Center B has assessed its needs by methods of their 
community forum, a random sampling of catchment area resi¬ 
dents and by surveys on the community agencies (see 
Table 10). 
Center C has also attempted to make the Center and its 
services visible by assessing community needs through catch¬ 
ment areawide surveys and with surveys of other community 
agencies that impact on the catchment area (see Table 15). 
Assessibility. Center A had several sites closed and 
others moved during the past year. However, services are 
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still provided in enough locations to make them fairly 
accessible to catchment area residents at minimum require¬ 
ments of quality (see Table 5). 
Center B attempts to recruit from the catchment area 
by word of mouth. It has made major efforts to attract 
minority residents. This Center has always reached out to 
the catchment area population and is capable of providing 
assistance to other centers (see Table 10). 
Center C has provided accessibility of its services 
through expanding information systems and referral services 
to catchment area residents. All three Centers provided a 
reasonable volume of services to the catchment area 
residents at reasonable cost (see Table 15). This Center 
exceeds minimum requirements of quality. 
Preventive Activities/Consultation and Education Services. 
Center A did not stress preventive services and these 
services at the center are not well organized. Consulta¬ 
tion and Education should be reported to one central 
location, but is still fragmented at this Center, even 
though its current activities meet the minimum requirements 
of quality (see Table 5). 
Center B provides consultation and education services 
to the following groups: single parents, elderly, chronic 
mentally ill, families of developmentally disabled persons, 
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school dropouts, divorced persons and widowed persons. This 
Center devotes 35 hours per week to Consultation and Educa¬ 
tion Services. This Center has reached its minority 
population and also provides consultation to schools. This 
Center performs at a consistently high level of quality (see 
Table 10). 
Center C has made minimum requirements of quality in 
attempting to provide Preventive and Consultation and 
Education Services to its catchment area population. The 
Director expressed frustration with his inability to attract 
more of the minority population. The minority staff felt 
that the Center needed some group dynamic session on 
handling race, problems on handling Black patients. Center 
C has utilized volunteers who are assigned to their center 
but have not utilized them in developing Preventive and 
Consultation services (see Table 15). 
Coordination with Other Agencies. Center A has been able 
to make referrals with other Centers and agencies but is 
still going through an administrative reorganization. This 
undoubtedly affects its relationship with other agencies 
(Table 5) . 
Center B has an agreement with the county mental 
health board and with other agencies for the provision of 
service (see Table 10). 
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Center C has developed contractual relationships with 
other human service agencies at the state and county level 
that impact on the catchment area (see Table 15). 
Comments on the Three Hypotheses. The three urban community 
mental health centers that were examined by the researcher 
in this dissertation could not on the basis of direct ob¬ 
servations or descriptive analysis of available data 
determine whether the hypothesis administrative process 
facilitates effective service delivery and community involve¬ 
ment in a nondeficient urban community mental health center. 
The reason is that the three center components (administra¬ 
tion, service delivery, and community outreach) had no 
significant relationship between the centers that were ex¬ 
amined and rated. Tacoma Pierce County Comprehensive Mental 
Health Center, was rated highest in administration than the 
three centers because that center was better organized 
administratively. The executive director had a Ph.D. in 
Psychology. He knew how to plan and had developed and 
implemented to assist the center director with policy 
decisions. The financial bookkeeping system was functioning 
effectively. However, the service delivery ssytem was not 
as effective as one would imagine given the kind of 
administrative operation. For one, Tacoma Pierce County 
Comprehensive Mental Health Center had lost a grant and had 
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reorganized its services and reduced staff. After talking 
with some of the professional staff (nurses and social 
workers), they stated that the quality of outpatient ser¬ 
vices just did not have the same vitality they once had. 
Another problem that was observed was that the minority 
staff members who were interviewed felt that the white 
staff didn't seem to feel that capable of providing therapy 
or counseling to Black patients because every Black patient 
that came through the center was referred to the Black 
therapist. This would suggest that the director of the 
center had not exercised leadership in resolving this 
problem with his staff. As a whole, the staff needed team 
building and race relations training, but most importantly 
the community involvement and support at Tacoma Pierce had 
form, but no substance. There was no (open) forum for poor 
people to express their needs so that the center leadership 
could implement the necessary policy changes for the 
center. Their governance board held open meetings, but 
were either disorganized or seemed deliberately insensitive 
to the needs of poor people; moreover, the meetings were not 
advertised publically. The center utilized a volunteer 
population and had some poor people but the majority of the 
volunteers were not poor. The poor were represented on an 
insignificant basis on the Board, the non-poor members 
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represent non-client interest. The researcher did not see 
any Black volunteers. In all fairness to their community 
needs, on the other hand, the Center did attempt to gather 
data, through survey research, and interfacing with other 
human service agencies that impacted on the catchment area, 
to improve its level of community involvement. They were 
basically accessible for clients, but received their clients 
through a contract referral system with other agencies, etc. 
There are a few reasons why this center functioned in 
the manner that has been described. Those individuals, 
who are responsible had a minimum of leadership and training 
to handle the complex and diverse skills essential to run a 
mental health center. Although the administrative skills 
were impressive, the way services were delivered and 
community involvement left a real gap in effectiveness, thus 
suggesting no relationship between administrative and ser¬ 
vice delivery and community involvement. There is one big 
"if"_if the grant from NIMH had continued what would the 
center be like? There is no way of knowing that except for 
the fact that this center still had a problem that faces 
a lot of human service agencies and that is how does one 
overcome the problem of helping clients, who are culturally 
and racially, as well as socially and economically, differ¬ 
ent from the professionals? Professional schools do not 
teach those skills. This center had form, but not substance, 
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because professionally they are trained to ignore the 
different cultural, racial, social, economical characteris¬ 
tics as factors associated in delivering services. They 
are not capable of professionally dealing with those 
characteristics. Now this is an observation that was not 
derived from the descriptive analysis model. 
The evidence further suggested that Highline West 
Seattle and Seattle Mental Health Institute had different 
but effective and functional administrative systems, even 
though administratively their administration was not as 
sophisticated as Tacoma Pierce County Comprehensive Mental 
Health Center. The director of Highline West Seattle had 
a social work degree, but the policy decisions were 
controlled by the board. He implemented the board's de¬ 
cisions. The strong point was the staffing. The staff at 
Highline West Seattle seemed to be very professional, but 
their facilities were not suited for carrying on any kind of 
therapy. This greatly handicapped the professional staff 
from doing the kind of job needed, but they were able to 
function; however, the degree of effectiveness was 
questionable. Unfortunately their organization of data and 
retrieval systems were average. It appeared that their 
service delivery system was very effective but its community 
involvement activities were not as effective. The community 
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support services have not been productive. The mental 
health center was located in an area where there exists 
poor transportation. Overall the outreach or community 
involvement activities were above average along with their 
service delivery system. This center did function without 
an adequate administrative process. The operation of 
Highline West Seattle does not support the hypothesis that 
the administrative process facilitates effective service 
delivery and community outreach. 
Seattle Mental Health Institute was one of the most 
unique centers observed. First the executive director had 
no graduate degree. His bias centered around his admin-2 
istrative role and ability to write proposals that provided 
a large sum of money for the center. The administrative 
components in this center were actually handled by two 
social workers. The majority of the staff was comprised 
of paraprofessionals. The service providing atmosphere 
was however very open and positive to patients. Para- 
professionals provide the direct therapy utilizing the 
psychiatrist as a consultant. This center experimented 
with vitamin therapy. The center had an average admin¬ 
istrative component that had no impact or influence on 
service delivery and community involvement. 
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All of the mental health centers could be analyzed as 
being nondeficient even though service delivery and commun¬ 
ity involvement did not depend upon the administrative 
process as was stated in the first hypothesis. This is due 
because of several crucial and pervasive factors: lack of 
effective strategic planning, self-evaluation, community 
building race relations, skills (skills to address the 
underlying problems), this means they are not prepared to 
solve or address the primary problem but only on the 
secondary and tertiary levels, and thus never coming to 
grips with the actual administrative needs of skills 
personnel, uninformed community economic and social class 
status and racial and cultural differences. It was found 
in the three centers respectively that either the 
administrative components were operating effectively or 
the service delivery system was not effective, the 
community involvement of two centers were rated above 
average and one center was considered average, as compared 
with the rating scale. 
From these three case studies one could not conclude 
whether the administrative process facilitates ineffective 
service delivery and community involvement in deficient 
urban community mental health centers, because all the 
rated nondeficient. However, all centers 
centers were 
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did not have the same quality of services in their 
delivery system or community involvement system and some 
were considered outstanding inspite of the administrative 
responsibility of the centers. 
This study does not support any of the three 
hypotheses. The three community mental health centers 
universes are small, therefore, the researcher utilized a 
case study approach. The important fact effecting the 
three centers' administrative systems was that they were 
not equipped to provide management and guidance for the 
staffs that would enhance an effective systematic 
implementation of their community involvement and service 
delivery systems. 
As the result of these case studies, observations 
and analysis, this researcher suggests three alternative 
models for Administration and Service Delivery for 
Community Mental Health Centers. (See Chapter VIII) 
CHAPTER VII 
THREE ALTERNATIVE MODELS FOR ADMINISTRATION AND 
SERVICE DELIVERY, COMMUNITY OUTREACH 
FOR COMMUNITY MENTAL HEALTH CENTERS 
Introduction 
Administrative Principles for an Effective Community 
Mental Health Center. The complexity of the function of 
administration in a mental health setting proves difficult 
for administrators whose training does not include an 
awareness of the roles and objectives of administrative 
services for an urban community. At minimum, from an 
administrative science vantage point, federally-funded 
centered need to have, as a frame of reference for es¬ 
tablishing administrative objectives in urban community 
mental health centers, a comprehensive view of service 
delivery which addresses accessibility of transportation 
needs and social, economic, cultural and geographic con¬ 
text of residents in the catchment area. 
Other administrative objectives would need to address 
the following factors: 
--The quality of service delivery has to be reviewed 
internally periodically. Community wide assess¬ 
ment and evaluation of services delivery must also 
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be accomplished annually to assist the administra¬ 
tor in the decision-making processes. 
—The periodic assessment and evaluation process 
needs to be partially administered through an in¬ 
formation system used by and for administrative 
and medical staff. 
—The center administration has to be able to modify 
and adapt programs in response to identified overt 
and covert needs of catchment area populations. 
—The center administration needs to take an admin¬ 
istrative/managerial leadership role in establishing 
and implementing a policy of cooperative relation¬ 
ships with other care-giving organizations which 
impact upon catchment area populations. This 
objective is necessary if there is to be real 
growth for the center and if there is to be dev¬ 
eloped the enhancement of the concept of human 
resource development so critical for the functional 
success of client populations. 
There is further evidence to suggest that mental 
health administrators have not been trained to keep abreast 
of advancements and developments in the field of administra¬ 
tion. There is a lag in technology transfer (information, 
administration) to administration, staff and boards. For 
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this reason, the administrative function in CMHCs has not 
moved with the same rate of progress as have other pro¬ 
fessional areas of community mental health. This is in 
part due to the fact that the current administrative 
personnel is inadequately trained, and in part is due to 
the fact that there is a need to develop alternative 
administrative models to help administrative staffs and 
boards improve service delivery in urban CMHCs. 
Administration in CMHCs. The major test for any 
major health administrative model is the determination of 
whether the model has the capability of bringing together 
and administering the following factors in an effective 
manner: 
1. Community values 
2. Professional knowledge and skills 
3. Community resources 
4. Staff resources (skills) 
5. Budget 
6. Information system 
7. Other care-giving organizations operating in 
the catchment area. 
Further, the administrative model needs to provide 
guidance for efficient and economically sound service for 
a designated segment of the community and make a consistent 
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service delivery contribution to the community. There 
should also be wide assessment of community needs for 
collective planning. The above criteria will be utilized 
in the development of alternative models for urban commun¬ 
ity mental health centers. 
Another difficulty in the application of administra¬ 
tive procedures stems from the relatively new application 
of the use of the administrative process to the CMHC. The 
difficulty rests in what Saul Feldman (1972) calls 
administrative principles and their application to CMHCs. 
Administrative effectiveness is dependent upon a number 
of variables which must be adapted to the time, place and 
the particular circumstance in the whole context of the 
administrative problem. This is not dependent upon 
administrative principles, but the identification of those 
factors indigenous to a specific environment to which 
principles of administration must be altered and modified 
if they are to be useful and effective. This is 
especially true when the outcome objective is delivery of 
mental health services to an urban community. 
Urban community mental health clinics are basically 
expensive, publicly-run programs. Ninety percent of all 
mental health programs are provided by the public sector. 
The Health Revenue Sharing Act, P.L. 94-63, defined 
a Federally funded community mental health center as an 
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organization which provides comprehensive mental health 
services principally to individuals residing in a pre¬ 
defined geographic area, to any individual residing or 
employed in the area regardless of ability to pay, 
current or past health condition or any other factor, and 
which meets certain other conditions regarding the organ¬ 
ization . 
The community mental health center (CMHC) legislation 
has been revised as stated in the Health Revenue Sharing 
Act, Public Law 94—63. This section specifically address¬ 
ing itself to the community mental health center is 
Title III of that law. 
Comprehensive services which a community mental health 
center has to provide in accordance with Title II are as 
follows: 
1. Inpatient 
2. Outpatient 
3. Partial hospitalization 
4. Emergency consultation 
5. Education 
6. Children 
7. Elderly 
8. Screening 
9. Follow-up 
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10. Transitional care 
11. Alcoholism 
12. Drug abuse 
The requirements for compliance of a community mental 
health center to the legislation are: 
1. Governing body 
2. Quality assurance 
3. Cultural sensitivity 
4. Arrangements with Health Maintenance Organiza¬ 
tions, XVIII, XIX 
5. At least two percent of the annual 
authorized for evaluation 
budget 
6. Conversions to 12 services in two years 
7. Compliance with general provisions in one year. 
The compliance features allow for the possibility of 
stronger community participation in the development of 
policies and in the administration of the community mental 
health center. Standard financial accountability policies 
enhances the span of control for managing the administra¬ 
tive structure and for managing service delivery. 
There are seven mechanisms through which grants for 
community mental health centers may be funded. These are: 
1. Planning 
2. Operations 
3. Consultation and education 
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4. Conversion 
5. Distress 
6. Facilities 
7. Rape 
Grants to communities may be requested for the devel¬ 
opment of CMHCs which focus upon any one of these seven 
program areas. 
Role of Mental Health Centers 
The availability and delivery of health care services 
is a major concern today. National health insurance which 
has been discussed over the past decade and which this 
researcher thinks will eventually be enacted, has not yet 
been legislated. 
The mental health care system is presently in a more 
fortunate legislative position. Some 20 years ago a move¬ 
ment began to take clients away from a separate and 
isolated public mental health hospital system toward a 
more comprehensive care system rooted in the community and 
drawing together diverse local mental health components. 
These components are emerging into large complex, fre¬ 
quently decentralized, mental health service systems, with 
diverse funding sources, multiple levels of accountability 
and complicated interorganizational relationships. The 
federally funded community mental health center represents 
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this new kind of service delivery mechanism. The parti¬ 
cular care-giving feature of the CMHC is to provide the 
vehicle for delivery of mental health services, if not 
all health services. 
Two of the operational features of community mental 
health services are: 
1. Centers are designed to reach a larger and more 
varied clientele than would a single service agency. 
2. Center provides twelve services: 
(a) Outpatient 
(b) Inpatient 
(c) Partial hospitalization 
(d) 24-hour emergency service 
(e) Consultation and education 
(f) Children 
(g) Elderly 
(h) Screening 
(i) Follow-up 
(j) Transitional 
(k) Alcoholism 
(l) Drug abuse 
The community mental health center depends not only 
upon federal funds, but on a wide variety of funding 
sources for its survival. Examples of these non-federal 
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funds include foundations, drug companies, municipalities, 
private donations, and similar sources. Problems created 
by multiple-source funding are manifested in the fact that 
funds come from different sources with different fiscal 
years’ reporting requirements. 
The mental health administrator has had to acquire 
tools of modern management technology (System Dynamics, 
Strategic Planning, Strategies for Management Planning, 
etc.). A few years ago these tools of management were out¬ 
side his frame of reference. Many administrators do not 
comfortably handle these tools. Although effective handling 
of the complex administrative chores which many of the 
mental health centers are required to perform requires a 
level of professional expertise which current directors 
possess, the growth and number of these centers is out¬ 
stretching available professional resources with requisite 
modern management skills needed by the mental health 
centers. 
An example of one management problem is seen in pro¬ 
visions for continuity of care for clients placed in the 
community and receiving outpatient care at the CMHC. Al¬ 
though mental health agencies are cooperating and 
intergrating their services to attempt to provide what they 
consider continuity of care (the easy movement of clients 
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between services according to their specific needs) the 
centers are, in fact, still placing barriers in their 
clients’ way. They often do this by refusing to alter the 
methods by which clients are authorized to receive services 
from other care-givers, or social services agencies. 
Clients are thus required to interact with one additional 
agency, the CMHC, rather than the desired practice of the 
CMHC developing mechanisms whereby clients interact with 
one, integrated, service delivery system. 
While the current trend in mental health services is 
concerned with the total interest of the client population 
(service integration), community mental health centers 
seem to be pushing to develop closer working relationships 
with other care-giving organizations. Saul Feldman states 
that mental health is being recognized as an essential 
partner in a coordinated system of human services. 
The involvement of consumers in the delivery of mental 
health services is a new and controversial feature to the 
effective delivery of mental health services. Consumers 
tend to stress the need for accessibility of services 
while the providers will emphasize the need for quality 
services. The Health Revenue Sharing Act will stress 
neighborhood-based specialized services which would require 
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providers to reorganize programs to comply with legisla¬ 
tion. This requirement reflects consumer impact in the 
creation of the legislation. 
Another development in the role of CMHC is the realiza¬ 
tion that mental health services have traditionally been 
planned and operated by mental health professionals, and 
tailored to meet the needs of middle-class patients 
living in middle-class communities. Although federally 
funded mental health centers are committed to providing 
comprehensive services for all clients, many programs re¬ 
main designed for the middle-class clients. There are 
several reasons for this: 
1. Professional training in mental health stresses 
the medical model and psychotherapy. 
2. The middle-class background of many mental health 
professionals. 
3. Covert and overt racism of the professional 
organizations. 
4. The concept of citizen participation which has its 
roots in middle-class concerned advisory boards with mem¬ 
bers who are not concerned with professional questions 
of program planning, evaluation of Fiscal Accountability, 
hiring and firing, etc. 
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The basic conflict between mental health center pro¬ 
viders and low-income populations does not frequently exist 
in middle income areas. 
Area mental health centers often provide services 
within a closed system, with very little knowledge or 
attention to the client population. Relationships among 
and between centers are often not much better, but the 
urban centers seem to be establishing communications and 
information systems among themselves and moving at a 
faster pace than they are establishing relationships with 
low-income consumer populations. 
Theoretical Approach to the Cases 
Introduction to the Cases. The three community mental 
health cases represented three CMHC systems. Each center 
is an assembly of parts or components connected together 
in an organized manner. The components interface with 
each other and impact on each other as if they are separate. 
It is accepted knowledge that the administrator or manager 
coordinates the activities of the urban community mental 
health system os that each system reaches its goals and 
objectives. The three cases that were developed could be 
considered human activity systems because of the organiza¬ 
tional system boundaries which exist in each of the three 
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case studies—even though they are somewhat artificial and 
the term human activity system allows us to draw system 
boundaries different from organizational boundaries. This 
provided an important advantage to the research when the 
cases were being developed. One of the main questions that 
has to be asked in these case studies is whether the 
administrative process has any control over the manner in 
which services are delivered in the three respective 
catchment areas trhough its output services. 
Generalized System Control Model 
Input- Control- Process or 
System 
Output 
* Error 
• Signal 
Reference or 
Standard+ 
Comparison Controller 
SOURCE: Open University Press, Alva Thomas, 1972. 
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All community mental health centers have one basic 
problem in common: How to care for the chronically ill 
patient in its catchment area. The problem has become more 
pressing owning to changes in the needs and expectations 
of states to deinstitutionalize its mental health hospital 
programs so that there is a sense of continuity for the 
patient leaving a state hospital and the continued care so 
essential when he comes back into the community. This 
requires the development of an improved mental health 
delivery system. The three community mental health systems 
cases were looked at from a systems prospective; the in¬ 
vestigator used a systems approach to look at the patterns 
of interrelations between case organizational parts but it 
also involves clientele and resources consumed (which are 
inputs into the system) and the services and products 
(output) resulting from the organizational activities. 
System analysis approach used in examining the three centers 
are methods of seeking to define the relationship existing 
in the respective systems and between them and to calcu¬ 
late the effects of altering either element of the CMHS 
system (or the ways in which they interact). The analysis 
permitted the use of a common logic and vocabulary across 
organizational and disciplinary lines. 
The mental health of a catchment area population is 
but one of the needs and desires of a community mental 
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health center. This is competition for resources and 
other social objectives. Individual community mental 
health care depends on a multiplicity of factors, such as, 
nutrition and other basic biological requirements, personal 
and psychological security, culturally-supported behavior 
patterns, state and congressional legislation, education, 
etc. 
The community mental health systems that were analyzed 
were looked at using seven main elements. The centers 
were viewed as systems. The developmental process was 
examined for each of the centers. The setting which the 
centers were located and the center's objectives were looked 
at, as well. The center's administrative process was 
organized in relationship to its service delivery process. 
The above elements described here have made the basis for 
the three protocols in these case documents: Formulative, 
Implementative and Technology Diffusion. There was an 
explicit seven set of steps that led logically from a need 
to know (investigation) to a logical understanding. 
The implementation process initiated by the researcher 
in conducting the work analysis consisted of contacting 
the center organizations and understanding the resources 
and constraints of the respective center's desire to carry 
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out its mandate. The researcher was able to diffuse the 
technology of the respective centers through an interview 
process. 
Peter Drucher (an organization theorist) contends 
that current organizational structures are becoming in¬ 
creasingly short-lived and unstable because of over¬ 
organizing as an excuse for not diagnosing their ailments, 
i.e., minor procedural problems, personnel decisions, 
planning objectives, strategies and making hard organiza¬ 
tion priorities. Drucker has also said that few 
administrators seem to recognize that the correct organiza¬ 
tional structure is not performance in itself, but rather 
a prerequisite for performance. Drucker and other 
organizational theorists have concluded that there is a 
crisis of organizational theory and organizational practice. 
This crisis is not being caused by the reason that 
theorists (like Chris Argyris, Warren Bennis, Douglas 
McGregor and Drucker himself) had predicted for the last 
ten years. Those individuals had pressured for a more 
free form and humanistic organization that would provide 
for a greater opportunity for personal and professional 
fulfillment. This plays no part in the present organiza¬ 
tional crisis. The main cause of the crisis itself is in 
task, the kind of organization the changes in the objective 
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to be organized. Drucker contends this is the root of 
organizational crisis. The organization to be developed 
today is altogether different from the organizations that 
were developed twenty or thirty years ago. Drucker per¬ 
ceived changes in objective task that have caused or 
generated different kinds of design principles that don't 
fit traditional organizational structures. 
Henri Fayal, a French industrialist, developed valid 
functions of a manufacturing company in 1910. Alfred P. 
Sloan, Jr. took Fayal’s idea a step further by building 
an individual division on Fayal's functional structure. 
Today's organizations do not fit Fayal and Sloan's organiza¬ 
tional structure, although in some circles, the Fayal and 
Solan models are still used by older health care and men¬ 
tal health organizations. The organization that my 
concept of a new model deviates from the Fayal and Sloan 
models of administration is because it is a non-profit 
administrative structure, whose organizational goals are 
different and whose client population is the focal point 
of the non-profit organization. This organization s 
personnel has to reflect the catchment area population in 
order to effectively serve the catchment area population 
effectively. 
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Criteria for Model Development 
According to Gass, Sissons and Books (1975), concept¬ 
ual modeling is a sophisticated combination of art and 
science. The use of models as an aid to conceptualization 
and understanding is as old as civilization, and the 
ability of past civilization to communicate through visual 
thinking is evident in the art, architecture, and artifacts 
of these civilizations. 
In our age, models have been developed in different 
and new disciplines and fields, such as, computer pro¬ 
gramming, theoretical mathematics, operations research, and 
systems analysis. Many of these modeling tools are so 
complex that even scholarly people are often dissuaded from 
using them. 
The choice and approach to a model for comprehensive 
community mental health centers is to use a non-mathemati- 
cal approach to modeling to illustrate its potentiality. 
The models that are developed here represent several ways 
mental health services can be better delivered. Allowances 
for abstracting the models from the "Real World” must be 
made so that a picture of the dynamic interrelationships of 
structure, programs and people, operating within the 
parameters of a comprehensive community mental health 
center, can be made. Hopefully, through testing the model, 
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described outcomes can be predicted and changes needed for 
improving delivery of mental health services can be 
illustrated. This could assist decision-makers the best 
decision for delivery of care. 
The models presented here have three major components 
(administration, service delivery, and community outreach). 
Only the essence of the variables and relationships be¬ 
tween variables will be highlighted in the three models. 
Hopefully, these models can produce a meaningful and useful 
method for creating a dynamic dialogue for change in the 
way mental health services are administered and delivered. 
The models provide a different perception of the way people 
and services should be delivered by different sources which 
interface and impact on change in a given catchment area. 
In understanding the function of modeling in a human 
change situation, it is important to understand that the 
behavioral responses of the potential participants will be 
the stimuli, whether negative or positive; they will deter¬ 
mine how the participants will receive the stimuli and 
environmental forces of the system. Whether these three 
models are effective will depend largely on those testing 
the model and attempting to implement the three models. 
There is a formula developed by Kurt Lewin* that can 
assist the decision-makers to better understand the three 
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TAXONOMY OF SOCIAL CHANGE* 
*By Horbans Singh Bhola, unpublished paper, Categories of 
Social Change. 
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different system model change dynamics that will allow 
decision-makers to cope better with the change process of 
implementing the necessary. B = F(PE) behavior. (B) is 
the function (F) or result of interaction between persons 
(P) and environment (E). In the development of the three 
models, the above formula was used as a frame of reference. 
The three models will change the functions of the ways 
services are delivered, what kind of integration process is 
used to administer, not only mental health services, but 
broaden it to human services that could potentially impact 
on the catchment area. 
The Taxonomy of Social Change is broken down into two 
major categories of Transmission and Transformation. 
Transmission is equated with evolutionary change, 
usually not measured by methods typical to the behavior 
sciences but rather the methodologies of history and 
anthropology, sociology. 
Transformation occurs when individuals, groups or 
organizations change themselves or others through conscious 
actions and decisions as indicated by the diversity of the 
three different models. However, Transformation is further 
divided into Homeostatic Change or Planned Change. 
Homeostatic Change is a conscious effort that might 
result in an immediate, noticeable and measurable effect. 
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Planned Change is a definite achievement goal. The 
goal must be known in advance and designated as such and 
a recognition of how the model will be used and who it is 
directed towards. 
The following represents some of the Generic Factors 
that will impact on the respective system models that the 
decision-makers and clients will decide upon: 
1. Goals and objectives 
2. Norms and values 
3. Structure and roles 
4. Problem solving process 
5. Power, authority and influence 
6. Perpetuation Process 
7. Communication process 
The reader can use the above as a guide in understand¬ 
ing the three models. 
Three Different Community 
Mental Health Center Models 
(Urban Community Mental Health UCMHC Models) 
Investigative Criteria to be Used in Developing Model UCMHC. 
The Target Population. There has to be an initial 
decision as to who is to be served. This is an initial 
policy decision based on a community analysis of the 
designated catchment area, utilizing local churches, human 
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service organizations, grass roots organizations, etc. A 
center director, through his community organizer, has to 
look at those service groups that impact on the catchment 
area. 
Human Service Organizations that Impact on the 
Catchment Area. 
Comments. The following questions should be asked 
by the center director and organizer. Who is their target 
population? Why? Is there across-the-board cooperation 
among the various human service populations that impact on 
the target population? What have been the recommendations 
for Mental Health Service? Can the Director Work with 
them? (Human Service Organization) 
What are the Criteria that Determine Community and 
Individual Dysfunctioning? 
Comments. The kinds and number of catchment area 
residents who are found in mental hospitals, and/or jails; 
who are unemployed or retarded; who have housing problems, 
a lack of community organizations, and/or a lack of 
political involvement—What can the men and women do in 
this kind of catchment area? What do the primary school 
children do in this kind of catchment area? What can the 
adolescents do in this kind of catchment area? What is the 
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size of the catchment area? What is the role of the 
churches in this dysfunctional community? 
This data is critical for the organizers of the center 
system: 
Community or individual at large dysfunctioning--Not 
working (or going to school), cannot live in one's 
ordinary social unit, cannot perform some of the more 
basic self-care functions, potential danger to self 
and others. 
Community out of work as a whole, high truency rate, 
living in a stagnated environment but performs the 
basic self-care functions, cannot socially function 
independently without significant outside human 
services. 
Criteria for Community and Individual Functioning. 
Large segments of the catchment area population are working 
and socializing, but not without conflict in the form of 
absenteeism, argumentative behavior, hostility, high in¬ 
cidence of public brutality. The community partially 
accepts the difference in the behavior of the residents 
of the catchment area. Members of the community work and 
socialize normally but occasional violent outbursts occur. 
Other segments of the community work well and interact 
positively with other members of their catchment area and 
handle community and individual stress without violent 
conflict. 
Administration of UCMHC. Once the diagnosis is made 
of the kinds of needs and services highlighted in the 
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catchment area, then the community organizing group should 
decide on the administrative process it will use to develop 
and implement the desired services of the catchment area. 
Three such administrative models might look like the 
following: 
The three urban community mental health center models 
all stress service integration and a high degree of total 
community involvement. 
Model I attempted to thoroughly involve other care 
giving organizations and community residents to plan the 
services emphasizing a strong planning and evaluation 
process. Model II emphasizes development and existence of 
the leadership of various organizations coming together 
with catchment area residents to define mental health needs 
and to develop an integrated approach to service those 
needs. Model III emphasizes a patient and former patient 
policy group and Board directed mental health center 
utilizing the mental health professional staff as technical 
assistance and to include themselves on the treatment 
teams. 
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CHAPTER IX 
SUMMARY 
The case studies presented in this dissertation 
attempted to investigate and assess the effects of adminis¬ 
tration on the delivery of mental health services. The 
universe of this study was so small that it was necessary 
to develop three case studies. 
Each center in the three case studies was a federally 
funded community mental health center. 
The dissertation examined three urban community 
mental health centers to examine the impact of administra¬ 
tion upon the delivery of services and community involvement. 
Efforts were made to develop criteria, which subsequently 
can be used in the design of an improved administrative 
model for community mental health centers located in urban 
areas. This dissertation focused on only the analysis of 
the three urban community mental health centers with 
similar demographic make-up serving predominantly poor and 
Black populations. 
The three centers were analyzed through utilizing a 
case study method. 
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Center A:_Highline West Seattle. A year before this 
study was done it had been near collapse. The Board and 
the staff in leadership positions were able to sustain the 
Center and are continuing to deliver services to the 
catchment area. Some of the problems the Center had were 
both administrative service delivery and treatment 
problems. Transportation was not adequate for all the 
citizenry of the catchment area. This Center did not have 
a control system. 
They had no written plan for consultation. The 
Center had not been audited when visited for the last two 
years. 
Center B. Seattle Mental Health Institute. Center B has 
initiated a rehabilitation service which was not required 
by service variables examined. Third party reimbursement 
major pursued of Center policy. This Center has no ongoing 
plan for monitoring and controlling Center nor an informa¬ 
tion retreival system. The Center did not possess formal 
evaluation or an assessment process built as a tool for 
decision making. 
This Center does not have a charge of accounts. They 
did not record the non-Federal share of expenditures and 
in-kind contributions. There was no regular reporting 
Financial statements submitted to the Board. mechanism. 
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The Center did not have any written procurement procedures. 
The Center had no record of conducting an inventory. The 
security for equipment was inadequate. 
Key staff did not have adequate job descriptions, 
but the center functioned. It was innovative by utilizing 
para-professionals and some professional staff without 
adequate job descriptions. Service was delivered in a 
more than adequate manner through the utilization of staff 
and community services. 
Center C: Tacoma Pierce County Comprehensive Mental Health 
Center. Center C had few weaknesses. Yet, its catchment 
area did not have a large segment of the Black population 
utilizing the center's services. This center lost its 
staffing grant. However, it possessed a strong formal 
monitoring and control management information system that 
updated itself through assessment and evaluation studies. 
The center had not been audited in two years. There were 
no policy procurement procedures and no policy on consul¬ 
tants and utilization procedures. There were no written 
purchasing procedures, but the center has an effective 
service delivery system to its catchment area client 
population. 
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There was not enough data to determine conclusively 
whether an effective administrative procedure has any 
impact on mental health service delivery. 
Issues for Future Investigation. From the analysis of these 
cases, several issues, needing further investigation, 
emerged for this writer. 
1. Is it really important that a center director 
possess extensive management experience/diverse experience 
in addition to a Ph.D. or M.S.W. to run an effective 
community mental health center, or is it important that 
the service delivery staff be professionally prepared? 
2. There is a need to develop a mechanism for 
effective mental health inservice training modules for 
para-professionals, professionals, and board members as 
well as the center direction to apprise them of new 
developments and of the state-of-the-art. 
3. Can limiting administration and improving Board 
responsibility possibly have an effect on service delivery? 
4 There is a need to examine how centers determine 
how catchment area needs are delivered to area populations. 
5. There is a need to develop a new category of 
service centered around rehabilitation. 
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Implications. These studies provide some clues as the fact 
that there is a further study needed to determine whether 
the administrative process and structure in urban community 
health centers has anything to do with impacting on the 
service delivery system of a center. One has to further 
look at the staffing composition to see if staff is a major 
factor both in the administrative component and in the 
service components. 
The receptivity of catchment area resident to the 
CMHC needs to be examined very closely so as to ascertain 
whether services offered to catchment area populations are 
indeed utilized by catchment area populations. 
It is concluded by the investigator that, once urban 
community mental health centers are able to understand the 
needs of the catchment area, they should take the lead in 
joint planning with other care giving support services. 
Prevention is an area that requires more activity and clear, 
concise programming for the catchment area. Urban Community 
Mental Health Center clients or potential clients should 
have easy access to care giving organizations through a 
coordinated effort of mental health centers. Mental health 
centers are going to hav6 to understand service integration 
in the catchment area. 
APPENDIX 
Appendix 
Site Visit 
Monitoring; Instrument 
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DRAFT 
ON-SITE PROTOCOL 
Name of Center: 
‘ Mailing address: 
V 
Telephone number: _ 
Center Director's name: ___ 
Grantee: __ 
Address:  
Date center began operation: 
Date of site visit: _ 
Site Visit Team: (Use extra page as needed) 
Name Position Agency 
I 
Name of center staff and others interviewed - including Job 
titles: (Use extra pages, if needed): 
I. ORGANIZATION/ADMINISTRATION 
The CMHC director must be full-time and a qualified mental health 
professional. The center must be an identifiable unit with a clear 
organizational structure providing the center director with overall 
responsibility and authority for the center's operations. All 
operating elements of the center must be accountable to the CMHC 
director. The center may not discriminate in its employment or 
personnel practices. 
Pertinent References: 54.212(c)(3), 54.305 
1. SITE VISITOR SHOULD DETERMINE WHETHER THE ORGANIZATION CHART 
ACCURATELY REFLECTS THE WAY THE CMHC OPERATES. IF IT DOES NOT, 
EXPLAIN DISCREPANCY(IES): 
SITE VISITORS SHOULD ALSO USE EITHER THE "CHECK LIST FOR 
EVALUATION OF FINANCIAL MANAGEMENT SYSTEMS" OR THE "QUICK ASSESSMENT 
OF MANAGEMENT CAPABILITY" (APPENDIX A) TO DETERMINE OVERALL MANAGE¬ 
MENT CAPABILITY. 
’ *.. • ••: — !■ V: : .. • •- - ••• 
*-^ ... » » '...■. . . !. ‘ * a- .. 
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On-site-3 
II. STAFFING 
The CMHC must assure that the staff is qualified to perform the 
functions to which they are assigned. The center must provide an 
organized training program for untrained CMHC personnel. There 
must be a sufficient number and variety of staff to perform the 
functions required of a comprehensive community mental health 
center. The medical responsibility for each patient must be vested 
in a physician. If the medically responsible physician is not a 
psychiatrist, psychiatric consultation must be available to such a 
physician and to other center staff on a continuing and regularly 
scheduled basis. 
Pertinent References: 54.303(a), 2-2, 5-25 (Civil Rights Act 
of 1964; Entire Section on Discrimina¬ 
tion) 
2. THE SITE VISITORS SHOULD CHOOSE A SAMPLE OF THE STAFF, WHICH 
IS REPRESENTATIVE OF THE DIFFERENT SERVICES PROVIDED BY THE CENTER, 
E.G., A PSYCHIATRIST, PSYCHIATRIC NURSE, SOCIAL WORKER, PSYCHOL¬ 
OGIST, OCCUPATIONAL THERAPIST AND OTHER MENTAL HEALTH WORKERS. 
THE SITE VISITORS SHOULD THEN REVIEW THEIR PERSONNEL FILES TO 
DETERMINE THE EXISTENCE OF CURRENT JOB DESCRIPTIONS AND PERFORMANCE 
APPRAISALS. THE TEAM SHOULD ALSO INTERVIEW THE MEMBERS OF THE 
SAMPLE WITH REFERENCE TO: 
a. their training and experience relating to the modalities 
of treatment they perform at the center, and 
b. the training received while employed at the center. 
Record information in table which follows: 
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DIRECT STAFF INTERVIEW 
On-site-5 
Name of Staff Member _ 
Position _-_Tenure in Present Position 
Date of Interview__ 
Name of Interviewer 
1. Description of Duties of the Employee: 
ijjhii? 2. Description of Education/Experience (Enter in on-site 4) 
3. Have you been involved in any training relative to the cultural or 
unique experience of minorities? Do you feel that such training would 
aid the center staff in responding to the needs of minorities? 
4. How are 3taff made aware of in-service training offered? How are 
participants selected? 
5. How are staff made aware of promotional opportunities and/or position 
vacancies that may exist within the center? 
On-site-6 217 
3. ASK THE CENTER DIRECTOR HOW THE CMHC DEALS WITH COMPLAINTS 
ABOUT DISCRIMINATION IN PERSONNEL PRACTICES. 
a. Are there written personnel policies? 
_Yes _ No 
b. How many complaints have there been in the past year? 
4. (ASK STAFF) What mechanisms exist to deal with complaints 
about job discrimination? 
5. SITE VISITOR SHOULD REVIEW STAFFING AND SALARY PATTERNS AND 
COMPLAINTS OF DISCRIMINATION IN THIS AREA. PERSONNEL FILES SHOULD 
BE EXAMINED TO DETERMINE WHETHER DISCREPANCIES EXIST IN LEVEL OF 
COMPENSATION FOR IDENTICAL JOB TITLES AND EXPERIENCE. ANY 
DISCREPANCIES SHOULD BE NOTED AND EXPLAINED BELOW: 
218 
On-site-7 
6. IF POSSIBLE, SITE VISITORS SHOULD ATTEOT A STAFF MEETING OR 
CASE CONFERENCE. IN SPACE BELOW, RECORD OBSERVATIONS RE: STAFF 
INTER-RELATIONSHIPS AND QUALITY OF COMMUNICATIONS. 
219 
On-site -8 
III. FACILITIES 
The CMHC facilities must have sufficient and appropriate space 
for staff and clients so as to provide an effective program. All 
essential elements of service must be located in the catchment area. 
The inpatient service may be granted a waiver from this requirement 
provided definitive plans for its rapid incorporation into the 
catchment area are a part of the waiver request. The center 
facilities must be responsive to needs of children and adolescents 
as well as adults. 
Pertinent References: 54.201(f), 54.203, 
54.305(a) (Entire Section 8), 2-* 
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On-site-10 
8. SITE VISITOR SHOULD DETERMINE WHETHER THE GENERAL CMHC SETTING 
IS CONDUCIVE TO PATIENT ORIENTATION AND COMMUNICATION BY CHECKING 
WHETHER THE FOLLOWING ARE VISIBLE: 
_ Mirrors 
_ Clock 
_____ Calendar 
_____ Current newspapers and magazines 
Bulletin board with notices concerning pacienc 
activities 
_ Readily accessible reception area 
___ Toys in waiting areas for children 
___ Telephone for client use 
_ Labels for routes through the CMHC, identifying 
each service 
_____ Labels on locked doors 
Labels for bathrooms 
___ Labels on other doors 
____ Absence of physical barriers to dienc/scaff 
consultation 
_____ Staff names on their offices 
9. SITE VISITORS SHOULD EXAMINE HEALTH, SANITATION AND SAFETY-RELATED 
(FIRE, ELEVATOR, ETC.) CERTIFICATES. LIST BELOW ANY WHICH ARE NOT 
CURRENT: 
TEAM SHOULD ALSO ASK TO SEE EVACUATION PLANS IN CASE OF FIRE OR 
DISASTER. 
10. SITE VISITOR SHOULD EXAMINE CHILD CARE FACILITIES AND ANSWER 
THE FOLLOWING QUESTIONS. COMMENT ON ANY "NO" BOX CHECKED. 
Question Yes No 
! 
Commen t 
a. Are there adequate 
noisy activity areas? 
b. Are there adequate 
quiet activity areas? 
c. Is there access to 
outdoor play space? 
d. Are appropriate sized 
furnishings available? 
e. Are appropriate sized 
toilet facilities avail¬ 
able? 
*■> / 
222 
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11. IF THERE ARE SECLUSION ROOMS IN THE INPATIENT SERVICE, THE 
SITE VISITOR SHOULD DETERMINE THE ACCEPTABILITY IN RESPECT TO A 
PERSON OCCUPYING THEM IN REGARD TO: 
Acceptable UnacceDtable 
Safety 
Comfort 
Access to toilet facilities 
Adequacy of surveillance 
COMMENT: 
223 
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12. SITE VISITORS SHOULD RATE EACH SERVICE IN THE FOLLOWING AREAS 
USING THE RATING SYSTEM: A - EXCELLENT, B - GOOD, C - FAIR, 
D - POOR. IF A "FAIR" OR "POOR" RATING IS GIVEN, COMMENT ON SUCH 
RATING IN THE COLUMN AT THE EXTREME RIGHT. WHERE AREA DOES NOT APPLY 
TO A PARTICULAR SERVICE, INDICATE BY N.A. 
AREA ADULT CHILDREN COMMENT 
IP OP PH ES IP OP PH ES 
Lighting 
Noise level approp¬ 
riate to area 
Color 
Absence of offen¬ 
sive odors 
Ventilation 
Cleanliness 
Temperature con¬ 
trol (heating or 
air conditioning) 
Furnishings 
Provision for 
storage of 
personal property 
Closet space/ 
cloak room 
Provisions for 
privacy 
Condition of day- 
room/waiting room 
Provision for handi¬ 
capped persons 
Clerical work 
space 
Medical records 
storage space 
Canteen items 
Toilet facilities 
Bath & showers 
...... i 
224 
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IV. UTILIZATION REVIEW 
There must be a periodic evaluation of patient service needs by 
other than the responsible therapist to determine if the provision 
of service is clinically and temporally appropriate. 
Pertinent References: 54.212(c), 54.302(d)(1) 
13. SITE VISITORS SHOULD ASK A SAMPLE OF STAFF THERAPISTS WHAT 
PROCEDURES THEY FOLLOW IN ASSESSING PATIENT NEEDS AND RECORD THIS 
INFORMATION BELOW: 
14. How does the utilization review process aid the center in assess¬ 
ing its capability of meeting the service needs of: 
a. its caseload? 
b. its catchment area? 
(SITE VISITORS SHOULD REQUEST SPECIFIC EXAMPLES) 
On-site-14 
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v• PROVISION OF REQUESTED INFORMATION 
The CMHC must keep such records and furnish progress and other 
reports as the Secretary may require. An annual audit must be 
performed by an accredited auditor for the CMHC. 
Pertinent References: 54.308, 5-24 
15. SITE VISITORS SHOULD DETERMINE WHICH OF THE FOLLOWING INFOR¬ 
MATION REQUESTED PRIOR TO THE SITE VISIT WAS RECEIVED: 
Requested Received 
a. current organization chart 
b. recent fiscal audit 
c. fee schedule 
d. catchment area map 
e. agencies to which the CMHC 
provide consultation 
f. contracts with affiliate 
g. annual report of CMHC 
h. continuation application 
i. staffing pattern 
j. board members (name, address 
and occupation) 
k. annual NIMH biometry 
inventory 
Comment: 
VI. EMERGENCY SERVICE 
The CMHC must have 24 hours, seven days a week emergency services. 
Emergency service staff who are not mental health professionals 
must have appropriate training for dealing with mental health 
emergencies. A mental health professional must be on-call at all 
times and available for face-to-face contact with any person 
requiring service. 
Pertinent References; 54.212, 2-8, 5-4 
16. SITE VISITORS SHOULD CHECK THE PRE-SITE VISIT QUESTIONNAIRE 
REGARDING EMERGENCY SERVICES AND DETERMINE WHETHER ON-SITE QUESTIONS 
NEED TO BE RAISED. 
Comments: 
17. SITE VISITORS SHOULD INQUIRE THE INCIDENCE OF SUICIDES IN THE 
CATCHMENT AREA IN PAST YEARS AND RECORD BELOW STAFF COMMENTS ON WHAT 
INVESTIGATION OR FOLLOWUP OCCURS AFTER A SUICIDE. 
Comments: 
227 
..... .i 18. SITE VISITOR SHOULD EXAMINE A SAMPLE OF AT LEAST THREE 
EMERGENCY SERVICE RECORDS TO DETERMINE THE PRESENCE OR ABSENCE 
OF THE FOLLOWING; AND ALSO COMMENT ON OVERALL CLARITY AND 
ORGANIZATION OF RECORD. 
■ .. 1 Recor< 
-Prespnr 
n 
Absent 
Record H2 
Present 1 Ahsenr 
Record II3 
a. Time between initial 
contact and provision of 
service 
b. Mode of contact 
Iphone, face to face) 
I 
c. Referring source ! 
d. Individualized 
evaluation 
Resulting diagnosis 
* 
1 1 
e. Treatment olan 
1 
| 
f. Evidence of treat¬ 
ment plan implement¬ 
ation (where indicated) 
. ' 
: 
g. Disposition 
followup (where indicated) 
I 
--- 
1 1 
Comment: 
■,-J 
"I 
... I 
.0* , 
;'r£i 
H4li 
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VII. OUTPATIENT SERVICE 
The CMHC must have oucpatient services available at appropriate 
times to meet the mental health needs of catchment area residents. 
Pertinent References: 54.212, 5-4 
19. SITE VISITORS SHOULD REVIEW WITH STAFF ON THE UN ITS(S) EACH 
QUESTION ON OUTPATIENT SERVICE IN THE PRE-SITE QUESTIONNAIRE, MAKING 
SURE THAI THE INFORMATION IS ACCURATE AND COMPLETE. ANY ADDITIONS 
OR DISCREPANCIES SHOULD BE NOTED BELOW: 
20. SITE VISITOR SHOULD EXAMINE A SAMPLE OF AT LEAST THREE OUTPATIENT 
RECORDS TO DETERMINE PRESENCE OR ABSENCE OF THE FOLLOWING AND ALSO 
COMMENT ON OVERALL CLARITY AND ORGANIZATION OF RECORD: 
I Record H Present Absent Record #2 Present Absent Record # 3 Present Absent 
a. Time between initial 
contact and provision 
of qi*rvtee . . 
b. Evaluation of 
problem 
c. Treatment plan 1 
d. Progress notes 
e. Review of progress 
f. Disposition 
(where indicated) ! 
g. Followup (where 
Indicated) 
1 j 
229 
i 
I On-sice-18 
Jj 21. Whac procedure does CMHC use to secure release of information 
&;!!?! forms for transferring patient data? 
' 
i 
! 
I 
i 
J 
I 
i 
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ijliSlil! 
VIII. PARTIAL HOSPITALIZATION SERVICES 
The CMHC must provide a partial hospitalization service which is 
more intensive than outpatient services and less intensive than 
inpatient services. The partial hospitalization service must at 
a minimum provide a day care program in a therapeutic milieu, 
at least four hours a day, five days a week. 
Pertinent References: 54.212 
22. SITE VISITORS SHOULD REVIEW WITH PARTIAL HOSPITALIZATION STAFF 
EACH QUESTION RE PARTIAL HOSPITALIZATION IN THE PRE-SITE QUESTION¬ 
NAIRE, MAKING SURE THAT THE INFORMATION IS ACCURATE AND COMPLETE. 
ANY ADDITIONS OR DISCREPANCIES SHOULD BE NOTED BELOW. 
IIP 
23. SITE VISITORS SHOULD ALSO EXAMINE A SAMPLE OF AT LEAST THREE 
PARTIAL HOSPITALIZATION SERVICE RECORDS TO DETERMINE PRESENCE OR 
ABSENCE OF FOLLOWING: 
j!:Ui 
I 
I 
Record #1 Record It 2 
Present 4.bjieni 
Record It 3 
Present Absent 
a. Time between refer- \ 
ral and admission to 
partial hospitalization | ! 
b. Evaluation and 
problem 
l 
i 
1 
c. Treatment Plan 
1 
i 
__I- 
1 
1 
d. Progress notes 
1 
e. Disposition 
(where indicated) i 
i 
i 
f. Followup 
(where indicated) 
0n-site-20 
(23. Continued) 
/ 232 
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IX. INPATIENT SERVICE 
The CMHC must provide inpatient care compatible with sound mental 
health practices. Where the center's inpatient service is shared 
with another agency, an adequate number of beds to meet the inpatient 
mental health needs of the residents of the catchment area must be 
designated for priority use for center patients. Inpatient care 
must be provided in a therapeutic milieu. 
Pertinent References: 54212, 2-8, 5-4, 54.212 
24. SITE VISITORS SHOULD REVIEW THE QUEST IONS PERT 4 IN TNC [V T!i). 
INPATIENT SERVICE ON THE PRE-S ITE QUESTIONNAIRE TO DETE.RM LNE IF THE 
INFORMATION IS ACCURATE AND COMPLETE. ANY ADDITIONS OR DISCREPANCIES 
SHOULD BE NOTED BELOW. 
233 
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On-site-22 
25. SITE VISITOR SHOULD ALSO EXAMINE A SAMPLE OF AT LEAST 
THREE OF INPATIENT RECORDS AND NOTE THE PRESENCE OR ABSENCE 
OF THE FOLLOWING: 
I 
i 
! 
Record It 1 
Present Absent 
Record II2 F Record II3 
Present Absent ll’resent Ahuam 
a. Time from initial 
referral to admission 
on inpatient service 
i i 
i 
l 
-1-— 
1 
b. Referring source 
—1 
Uiiiii 
c. Evaluation of 
physical and mental 
status 
1 
| 1 
■k.yj 
1 
d. Treatment plan ! 
1 i 1 
... ■ ~ 
j 1 
| 
i i 
e. Progress notes j 
i 
KMM f. Nursing notes 
g. Evidence of 
implementation of 
treatment plan 
!" 
h. Disposition 
(where Indicated) 
i 
: j 
ii?? 
| 
si 
i. Followup 
(where indicated) 1 
ilijsH 
! 
234 
On-site-23 
X. INDIVIDUALIZED TREATMENT PLAN 
An individualized treatment plan is required for each person 
admitted for treatment by the CMHC. 
Pertinent References: 54.201(g), 54.212, 2-3 
■;i m 
Uiiini 
26. (A Clinician on the sice visit team should diru<-t this 
phase of the site visit) 
THE SITE VISITOR WHO REVIEWS A SAMPLE OF KEC0U0E ;• : 
SHOULD DETERMINE IF THESE RECORDS REFLECT THF. FOl.l m',i | M<.: 
(CHECK ALL THAT APPLY) 
_ history (presenting symptoms, mental .sf.il.us, i t; .) 
_ physical examination 
_ treatment plan (clinical evaluation of pacient 
status on admission, prescribed treatment, treatment 
given, long and short term goals) 
_progress notes (patient's response to treatment) 
_ discharge summary 
Comment:  
27. SITE VISITORS SHOULD EXAMINE SAMPLES OF RECORDS OF PATIENTS 
RECENTLY DISCHARGED FROM EACH SERVICE TO DETERMINE WHETHER ADEQUATE 
INDIVIDUALIZED TREATMENT AND DISCHARGE PLANS WERE DEVELOPED AND 
IMPLEMENTED. 
On-site-24 
In the table below, record number reviewed which fall into each of 
the indicated categories: 
Adequate Individualized Treatment Plan for Discharged 
SERVICE Treatment Plan 
Present 
Treatment Plan j 
Implemented 
Discharge Plan 
Present 
Yes No Yes No Yes No 
INPATIENT SERVICE 
OUTPATIENT SERVICE 
PARTIAL 
.HOSPITALIZATION... 
EMERGENCY SERVICE 
— 
Comment: 
28- THE SITE VISITORS SHOULD EXAMINE THE RECORDS OF TWO OR THREE 
PERSONS CURRENTLY RECEIVING TREATMENT AND INTERVIEW THEM AND THE 
TREATMENT STAFF TO CHECK THE CORRELATION BETWEEN ACTUAL TREATMENT 
AND THAT PRESENTED IN THE RECORD. 
SERVICE AS IN THE RECORD ACTUAL TREATMENT 
INPATIENT SERVICE 
OUTPATIENT SERVICE 
PARTIAL HOSPITALIZATION 1 
Comment: 
On-site-25 
XI. RANGE OF TREATMENT MODALITIES 
A wide range of treatment modalities must be available to center 
patients regardless of the service to which they are assigned. 
Pertinent References: 54.302(d) (1), 54.304 
29. SITE VISITOR SHOULD REVIEW THE INFORMATION ON CENTER'S RANGE OF 
TREATMENT MODALITIES ON THE PRESITE VISIT QUESTIONNAIRE AND DISCUSS 
WITH STAFF ANY QUESTIONS AND RECORD INFORMATION BELOW: 
237 
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XII. CONTINUITY OF CARE 
Th® organizational structure of the CMHC must support continuity 
of care of clients served by the center. The transfer of persons 
from one element of care to another within the center must be 
efficient, consistent with the person's mental health needs, 
coordinated and Include efficient transfer of clinical responsibility 
and records. Where possible, personnel responsible for the care, 
should continue that responsibility. Any person oli>:il.l<> i.-r 
treatment within any one element of service of the center wi!' 
also be eligible for treatment within anv other element of service. 
Pertinent References: 54.21:’ 
30. THE SITE VISITOR SHOULD UKTE1U LI HI: Ail!) BRIM-T.f lM V-CK«I4E THE 
INTAKE PROCEDURE OF EACH OF THE SERVICES FOR ADULT'S AND CHILDREN 
WHO ARE NEW ADMISSIONS OR WHO ARE INTRA-CMHC TRANSFERS. 
a. Inpatient _ 
b. Outpatient 
c. Partial Hospitalization 
i 
-J d. Emergency 
238 
On-slte-27 
31. SITE VISITOR SHOULD DETERMINE WHETHER THERE HAVE BEEN ANY 
PERSONS FOR WHOM CENTER SERVICES WERE NOT PROVIDED BECAUSE: 
a. They refused to fill out forms or provide requested 
information. 
_ _ No (If yes, how many in past month?) 
_____ (In past year? _) 
Comments: _ 
b. They were unable to pay for service 
_ Yes _ No (If yes, how many in past month?) 
_ (In past year?_) 
Comment  
c. the CMHC staff was unable to meet their specific need 
_ Yes _ No (If yes, how many?)_ 
(in past month? ____) 
Comment  
pi 
239 
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on-sice-28 
31. Continued 
d. they were previously hospitalized in a State mental 
hospital? 
_ Yes _ No (If yes, how many in past year?) 
_____ (In past month? _) 
Comment 
e. some other reason? (indicate other reasons, if any, and 
approximate number of persons affected during past month 
for each.) 
Comment _ 
240 
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32. SITE VISITORS SHOULD ASK CMHC STAFF HOW CONTINUITY OF CARE IS 
ASSURED FOR PATIENTS WHO ARE TRANSFERRED FROM ONE CMHC SERVICE TO 
ANOTHER? 
I 
i 
I 
i 
33. Whac communication and record transfer occurs? 
34. Are new intake procedures required when a person enters any 
CMHC service from another? 
_ Yes _ No 
Where yes, describe. __ 
35. Whac procedures does CMHC use to secure release of information 
forms for transferring patient data? 
241 
0n-slte-30 
*«•■«<: *f 
iiliili-jj 36. SITE VISITORS WHO HAVE VISITED THE DIRECT SERVICES ANT! REVIEWET 
CLINICAL RECORDS SHOULD COMMENT ON THE GENERAL ADEQUACY OF CONTINUITY 
OF CARE. 
i 
I 
i 
i 
i 
r-4 
242 
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XIII. COMMUNITY ORIENTATION 
The CMHC Program must be responsive to community needs. This 
means including Che community in planning, development and on¬ 
going operations of the center. The community should also be 
involved in developing the priorities and goals of the center. 
The citizens participating in this process must he broadly 
representative of all elements of the crmuin 1 v. The services 
of the center must be available to catchment area residents >n 
a priority basis and service:! of tin* CMHC must provided .. ii1 > 
out discrimination on the basis of racial, ethnii-. n l ipiiu--. 
sex, age, or diagnostic factors. 
Pertinent References: !>'i .ii" .id) (A), *>A. . I) i ; vi, 
2-28 hover i v Criti ■*!-■: 'ic.'i - >• it*e 
of Kcoinimir Op|>->rtuni tv t’e-mie I’nvorlv Cuide l im-s 
37. SITE VISITOR SHOULD CHECK TUK PRE-SITE V l: l t.|UEi-T10,-:.,AIKi; 
SECTION REGARDING COMMUNITY ORIENTATION AND DETERMINE AETHER ON¬ 
SITE QUESTIONS NEED TO BE RAISED REGARDING: 
_ Composition of board 
_ Evidence of mechanism for board to assess mental 
health needs of community 
_ CMHC's responsiveness to Community Mental Health 
needs 
_ Representativeness of Board, in regard to cultural, 
socio-economic, ethnic, age, sex, consumer-profes¬ 
sional, geographic factors 
_ Representativeness of staff and patients in regard 
to above factors 
_ Accountability of CMHC to the community 
_ Relationship of director to the governing or advisory 
board 
38. SITE VISITOR SHOULD DETERMINE WHICH CENTER DOCUMENTS SUCH AS 
BUDGETS, STAFFING PATTERN, GRANT APPLICATIONS, ARE AVAILABLE TO 
THE COMMUNITY FOR EXAMINATION AND REVIEW. 
If such documents are not available to the community, determine 
reason. 
243 
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XIV. VISIBILITY 
The CMHC must be readily visible to the community. It must be 
easily identified as the mental health resource established in the 
State plan for the catchment area. Anyone residing in the community 
who may be in need of mental health services, must be able to deter¬ 
mine quickly the location of such services. 
Pertinent References: 54.203(b), 5-17, 2-8, ? ", 
39. VISIT EACH FACILITY (1KCI.UV' IN'! SATELLITE!' >M Ii.v!' : ). 
REVIEW AND CHECK THE PRESENCE OF THE FOLLOW INC: 
Explain items checked "other" and record explanations of CMHC staff 
re: absence of any of above: 
i 
/ & 
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40. SITE VISITOR SHOULD RATE THE VISIBILITY OF THE CMHC AS A WHOLE 
WITH RESPECT TO THE FOLLOWING ITEMS: 
Item 
.High. Moderate 
Low or 
None 
Identifiable CMHC soace 
JLi&ns 
Phone number 
yellow page listing 1 
Let te rhead 
Public relations 
ef forts 
1 
41. SITE VISITOR SHOULD DETERMINE WHAT MECHANISMS ARE USED BY THE 
CMHC FOR CONTINUING EDUCATION IN COMMUNITY REGARDING CENTER OPERATIONS. 
AND RECORD THIS INFORMATION BELOW: 
Sj 
i 
245 
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On-Site-34 
12“ 0R PART 0F IT IS LOCATED IN ANOTHER ORGANIZATION OR FACILITY 
(WHERE STATE HOSPITAL IS THE GRANTEE FOR THE CMHC, ASK QUESTION 47) 
INTERVIEW THE CENTER DIRECTOR AND A SAMPLE OF STAFF TO DETERMINE 
STAFF AWARENESS OF THEIR CATCHMENT AREA RESPONSIBILITY, THEIR 
DISTINCTNESS FROM THE STAFF OF ANY LARGER ORGANIZATION (e.g., 
GENERAL HOSPITAL, ETC.), AND THE ORGANIZATIONAL STRUCTURE OF THE 
CMHC AND THE STAFF MEMBER'S POSITION IN THE CMHC. ASK THE CENTER 
DIRECTOR AND A SAMPLE OF STAFF THE FOLLOWING QUESTIONS AND RECORD 
WHETHER STAFF "KNOWS" OR "DOESN'T KNOW" THE ANSWERS IN THE TABLE 
BELOW (SITE VISITOR SHOULD FIRST ASK QUESTIONS a THROUGH e OF THE 
CENTER DIRECTOR, IN ORDER TO DETERMINE "CORRECT ANSWERS"): 
Item 
Center Director's 
Response 
Cents 
Knows 
r Staff 
loesn't Knowi 
a. Which services of the CMHC 
does the larger organization 
provide? 
i 
b. Which services are not 
provided by the larger 
organization? 
c. Which services are shared 
by the larger organization 
and the CMHC program? 1 | 
d. Who is responsible for 
the CMHC program? 
e. Who is responsible for 
the CMHC patients? 
I 
f. On which staff do you 
serve? XXXX 
g. From which payroll is 
your salary paid? 
xxxx 
SITE VISITOR SHOULD RECORD BELOW WHETHER THE CMHC STAFF'S LEVEL OF 
AWARENESS REGARDING THE ITEMS ABOVE IS: 
Excellent Good _Fair _Poor 
246 
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XV. ACCESSIBILITY 
The mental health services of the CMHC must be accessible to all 
persons residing in the catchment area. This means economic, proced¬ 
ural, physical, psychological, and cultural accessibility. 
Pertinent References; 54.203(b), 2-9 
43. SITE VISITORS SHOULD ASK A SAMPLE OF COMMUNITY AGENCY PERSONNEL 
(WHO ARRANGE APPOINTMENTS FOR THEIR CLIENTS) TO RATE THE CMHC AS TO 
ITS AVAILABILITY TO RECEIVE NEW WALK-INS DURING SERVICE HOURS AND 
FOR A NEW WALK-IN TO BE SERVED BY A MENTAL HEALTH STAFF MEMBER. 
RECORD INFORMATION BELOW: 
a. RATE EXCELLENT, GOOD, FAIR OR POOR AS TO CMHC ACCESSI¬ 
BILITY TO RECEIVE NEW WALK-INS: 
Respondent 
#1 
Respondent 
m 
Respondent 
It 2 
Respondent 
It 4 
Respondent 
It 5 
b. RATE EXCELLENT, GOOD, FAIR OR POOR AS TO CMHC ACCES¬ 
SIBILITY FOR NEW WALK-INS TO BE SERVED BY A MENTAL HEALTH 
STAFF MEMBER: 
Respondent 
Itl 
Respondent 
n 
Respondent 
It 3 
Respondent 
It 4 
Respondent 
It 5 
247 
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3071• PREVENTIVE activities/consultation and education 
The CMHC program must stress preventive activities. This involves 
developing mechanisms for identifying potential problem areas and 
the appropriate strategies for intervention, thereby avoiding the 
development of such problems. 
Consultation and Education Service is an essential service which 
must be coordinated with other center activities. A CMHC Consultation 
and Education program must be built around defined goals and objec- 
c^vesan^ include case and program consultation as well as a continuing 
education of the community regarding mental health and center oper¬ 
ations . 
Pertinent References: 54.203, 54.305(a)(3), 54.305, 2-20 
2-21 
44. (Refer to VII. Preventive Activities/Consultation and Education 
on the pre-site visit questionnaire) How is CMHC identifying 
community mental health problems and groups at risk? 
How is the CMHC evaluating its preventive activities toward 
these health problems and groups at risk? 
I 
I 
i 
45. ASK CENTER DIRECTOR WHETHER GOALS HAVE BEEN ESTABLISHED FOR THE 
CONSULTATION AND EDUCATION SERVICES. 
_ Yes _ No (GO TO QUESTION 46) 
a. What are the goals of the Consultation and Education services? 
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I 45. (continued) 
b. Who outside the CMHC is involved in the formulation of 
Consultation and Education goals? 
c. Do the community agencies know of the goals which have been 
formulated? 
_Yes 
_ No 
d. Does the CMHC staff review the Consultation and Education 
goals periodically? 
_ Yes (How often? _ Is the community involved in this 
review? _) 
_No 
e. Are the Consultation and Education goals implemented 
through coordinated efforts of the entire CMHC staff? 
_Yes (How?__ 
) 
_ No 
(SITE VISITOR SHOULD REVIEW THE ANSWERS TO QUESTIONS 4 a - e AND 
RECORD THE FOLLOWING): 
f. Can progress toward the Consultation and Education goals 
be measured? 
_Yes 
_ No (Comment:_____ 
) 
/ 
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45. (continued) 
On-site-38 
g. Are the Consultation and Education goals related to needs 
of the catchment area? 
_Yes 
_ No (Comment: _ 
______) 
h. COMMENT ON THE EXTENT TO WHICH THE CONSULTATION AND EDUCATION 
SERVICE GOALS HAVE BEEN ACHIEVED: 
46. Are fees charged for C/E services, or do these services produce 
any revenue? 
On-site-39 
XVII. COORDINATION WITH OTHER AGENCIES 
The CMHC must coordinate its services with other community agencies 
serving persons residing in the catchment area to assure that persons 
requiring services not available at the center are appropriately 
referred. 
The CMHC must pay particular attention to coordinating and collabo¬ 
rating its services to help serve catchment area residents who may 
be admitted or discharged from the State mental hospital serving the 
area. 
Pertinent References; 54.209(n), 54.212(v) 
47. SITE VISITORS SHOULD CHECK THE PRESITE VISIT QUESTIONNAIRE SECTION 
REGARDING COMMUNITY ORIENTATION AND DETERMINE WHETHER ON-SITE 
QUESTIONS NEED TO BE RAISED. 
48. THE SITE VISITORS WHO HAVE VISITED OTHER AGENCIES IN THE 
COMMUNITY SHOULD COMMENT ON RELATIONSHIPS OF THESE AGENCIES TO THE 
CMHC ON THE ATTACHED FORM. THE STATE MENTAL HOSPITAL SERVING THE 
CATCHMENT AREA SHOULD BE INCLUDED, IF POSSIBLE. 
0n-sice-40 
48 (continued) 
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V. 
I 
i 
Aooendix 
Model Typology 
Criteria for an Ideal Urban 
Coranunity Mental Health Center System 
Ideal Administration of Urban Corrriunlt]r_Health_Cg^ti»r 
1. Center/director must be a full-time, qualified 
mental health professional, 
2. Center must have identifiable administrative 
structure. 
3. Overall responsibility and authority for 
center operation vested in center director. 
4. All operating elements accountable to center 
director. 
5. Center grantee and center director responsible 
for all services including those provided by affiliates. 
6. No discrimination in employment practices. 
7. The Secretary may, with respect to any grant 
award, impose additional conditions prior to or at the 
time of any award, when in his judgment such conditions 
are necessary to assure of protect advancement of the 
approved project, the interests of public health, or 
the conservation of grant funds. 
8. Funds granted under section 220(a) of the 
Act may be utilized for consultants' services only if 
the applicant is unable to recruit and hire center employees 
to provide the services in question. The applicant must 
be prepared to document such inability to the satisfaction 
of the Secretary, upon the Secretary's request. Consultant 
contracts must contain certain provisions. 
268 
9. Waivered essential service must be opera¬ 
tional within 18 months of the date the grant application 
was logged in by the Regional Office Grants Management 
Division. 
10. Qualified staff to perform functions outlined 
in application. 
11. There must be organized training for untrained 
CMHC personnel. 
12. Sufficient number and variety of staff to 
perform functions outlined in application. 
13. Medical responsibility for each patient is 
vested in a physician. 
14. If medically responsible physician is not 
a psychiatrist, psychiatric consultation must be avail¬ 
able to such physician and to other center staff on a 
continuing and regularly scheduled basis, not less than 
once weekly. 
15. Appropriate and sufficient space to house 
the staff and clients and to permit effective operation 
of the program. 
16. Center facilities responsive to the needs 
of children and adolescents. 
17. (For staffing grants awarded after June 30, 
1970.) All essential services shall be located within 
catchment area. Exception may be granted for inpatient 
services. 
18. There must be a periodic evaluation of patient 
service needs. 
19. Each grant awarded pursuant to this subpart 
shall be subject to the condition that the grantee (in¬ 
cluding its affiliates) shall keep such records as the 
Secretary may prescribe. The applicant shall furnish 
such progress and other reports as the Secretary may 
require. 
20. Content and form of affiliate contracts. 
21. An annual audit will be performed by an 
accredited auditor. 
22. The CMHC will have a 24 hour, seven day 
a week emergency service. 
23. Back-up by a mental health professional 
will be available to emergency staff. 
Ideal Services 
1. Outpatient services are available at appro¬ 
priate times to meet needs of catchment area residents. 
2. Partial hospitalization will be provided 
in a therapeutic milieu. 
3. Partial hospitalization will provide day 
care. 
4. Duration of inpatient care will be compatible 
with sound practice. 
270 
5. Where center inpatient service is shared, 
an adequate number of beds will be designated for priority 
use by center patients. 
. 6. Inpatient service must be provided in a thera¬ 
peutic milieu. 
7. An individualized treatment plan is required. 
8. A wide range of treatment modalities are 
available. 
9. The same range of therapies are available 
to each patient irrespective of their service status. 
10. The structure of the center will reflect 
continuity of care. 
11. Inter-service transfer patients will be 
efficient and consistent with prescribed need. 
12. Transfer of records will be efficient and 
will coincide with or precede patient transfer. 
13. Eligibility for one element of service will 
constitute eligibility for all. 
14. Inter-service continuity of clinical 
responsibility will be possible, when warranted. 
15. Inter-service coordination. 
16. Non-CMHC mental health professionals or physi 
cians can assist and follow patients under general CMHC 
supervision. 
271 
Ideal Community Relations 
1. Program will be responsible to community 
needs. 
2. Center will involve community in planning, 
development, and ongoing operations of the center (to 
ensure responsiveness to community needs). 
3. The participating citizens will include broad 
representation of all elements of the community. 
4. Center operations documentation will be made 
available to interested parties. 
5. Services will be available principally to 
residents. 
6. There is no discrimination in the provision 
of services. 
7. Services are available to all types of mental 
or emotional disorders. 
8. Services will be available to all age groups. 
9. Center will be visible (e.g., signs, phone 
listing, stationery, etc.) 
10. When State hospital is grantee, CMHC program 
will be identifiable from on-going State hospital programs. 
11. A reasonable volume of services will be pro¬ 
vided free or below cost (economic accessibility). 
12. Procedural accessibility will be assured. 
13. Physical accessibility will be assured. 
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14. Psychological accessibility will be assured. 
15. Cultural accessibility will be assured. 
16. There will be stress on prevention. 
17. CMHC will have five essential services or 
a waiver. 
18. Consultation and education will be coordinated 
with other center activities. 
19. Consultation and education will include 
case and program consultation. 
20. Consultation and education will be coordinated 
and goal oriented. 
21. Consultation and education will include 
education services. 
22. Consultation and education will provide 
continuing education on center operations. 
23. There will be coordination with other (non¬ 
affiliate) community agencies. 
24. CMHC will arrange services elsewhere if 
not available at CMHC. 
25. There will be adequate follow-up of referred 
patients. 
26. There will be coordination and collaboration 
with State mental hospitals irrespective of whether or 
not affiliated. 
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27. If funded by staffing grant, 
for CMHC staff will be provided. 
28. If funded by staffing grant, 
evaluation will be provided. 
29. If funded by staffing grant, 
tion services will be provided. 
30. If funded by staffing grant, 
training services 
research and 
center administra- 
rehabilitation 
services will be provided. 
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Implications. These studies provide some clues as the fact 
that there is a further study needed to determine whether 
the administrative process and structure in urban community 
health centers has anything to do with impacting on the 
service delivery system of a center. One has to further 
look at the staffing composition to see if staff is a major 
factor both in the administrative component and in the 
service components. 
The receptivity of catchment area resident to the 
CMHC needs to be examined very closely so as to ascertain 
whether services offered to catchment area populations are 
indeed utilized by catchment area populations. 
It is concluded by the investigator that, once urban 
community mental health centers are able to understand the 
needs of the catchment area, they should take the lead in 
joint planning with other care giving support services. 
Prevention is an area that requires more activity and clear, 
concise programming for the catchment area. Urban Community 
Mental Health Center clients or potential clients should 
have easy access to care giving organizations through a 
coordinated effort of mental health centers. Mental health 
centers are going to have to understnad service integration 
in the catchment area. 

